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Technique and Interpretation 


Lower Extremity 


history venography started with the 
introduction satisfactory media for intra- 
venous pyelograms. Its story has evolved with the 
study normal and abnormal veins, the former 
usually during the course taking intravenous 
pyelograms and the latter during study dis- 
ease the veins themselves, attempt 
determine the site origin pulmonary emboli. 
The ease with which films filled veins can 
obtained has led many people try the method. 
Disappointment with the results, difficulty in- 
terpretation and skepticism about the value the 
whole procedure have led many give up. 


INDICATIONS AND CONTRAINDICATIONS 


The indication for the study the normal 
venogram clear. teach the examiner the 
method, and above all its difficulties and pitfalls. 

The indications for venography 
with suspected thrombosis were most reasonably 
presented Bauer who stated first that these 
should not done random. felt that un- 
explained rise fever pulse rate, unmotivated 
restlessness, any sign pulmonary infarction, 
any sign however transient pathologic con- 
dition the legs, were indications sufficient for 
venographic study. points out that absence 
filling the vessels presumptive evidence 
thrombosis, whereas normal filling the vessels 
rules out. The fact that the method excellent 
for ruling our large thromboses important, 
since may make the indications for the proper 
management the patient clear. must re- 


* Read before the Section on General Medicine at the 
Seventy-fifth Annual Session the California Medical 
Association, Los Angeles, May 7-10, 1946. 

Associate Professor Radiology, University Cali- 
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membered, however, that small clots may escape 
recognition early. 

The indication for venography patients with 
clinical evidence chronic disease block 
the veins arises when there need for defini- 
tive treatment for the condition. The demonstra- 
tion the point points block extent 
disease the veins and the understanding the 
mechanism venous drainage involved leg 
real importance deciding the proper clini- 
cal surgical management the patient. 

Contraindication venography sensitivity 
the patient the material used for the 
study. This can overcome use different 
medium. There fair agreement that the danger 
dislodging clot small because the 
slow injection the opaque material, that con- 
stitutes contraindication. Serious clinical con- 
dition the patient may constitute contraindi- 
cation the movement the patient for the 
examination. 


OPAQUE MATERIAL 

Thirty-five per cent diodrast probably most 
widely used. have preferred use per 
cent diodrast because its greater density and 
consequent better visualization the veins. 
there contraindication the use diodrast 
because the general condition the patient, 
because sensitivity the drug, thorotrast may 
used. 


TESTING FOR SENSITIVITY 


The intravenous test used the University 
California. have found the intra-oral and 
intracutaneous tests unreliable. The intra-ocular 
test has not been studied sufficiently allow 
authorative statement made about it. One- 
tenth cubic centimeter per cent diodrast 
injected intravenously. Urticaria, any sign 
pulmonary edema, any other untoward sign 
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observed. none makes its appearance, during 
two-minute wait (by the clock!) one-half cubic 
centimeter injected. Further signs sensitivity 
are watched for. they appear, they are treated 
with adrenalin and oxygen. none appear, the 
test considered negative and the examination 
may proceed. 

tests for sensitivity thorotrast are em- 
ployed. 


TECHNIQUE 


The most complete visualization the veins 
extremity can obtained the rapid intra- 
arterial injection sufficient quantity 
dense medium. This best accomplished the 
lower extremity surgical exposure the 
femoral artery, rapid injection cc. 
per cent diodrast, followed taking stereo- 
scopic series films the lower extremity 
inch cassettes over period about two 
minutes. The artery above the point injection 
should compressed until the injection com- 
plete. reality this has been done only occa- 
sionally, because intravenous injection direct 
puncture seems much simpler that the arterial 
exposure has not seemed worth the effort even 
though errors may introduced the use 
the venous route injection. 

Stereoscopic fluorographic movies would un- 
doubtedly the best way taking the films. 
This waits for the future. 

the University California Hospital, the 
usual method doing the examination consists 
having needles placed symmetrically the 
veins each foot while the patient the 
ward. Usually vein the dorsum cannulated 
direct puncture. The lumen kept open 
having saline drip through the needles slowlv. 
blood pressure cuff placed around each ankle. 
The patient brought the Division Radi- 
ology and placed supine x-ray table. 
inch film tunnel placed beneath the leg 
and another beneath the thigh. Stationary grids 
are fastened the surface each tunnel. The 
tube used 63-inch distance. rectangular 
lead diaphragm used the tube that the 
beam just covers the films. the cassettes used 
under the legs, piece black paper covers one 
the screens. preliminary exposure made, 
using factors which will adequately show the 
thigh and hip. When these films have been 
checked for technique, the blood pressure cuffs 
are inflated mm. Hg. pressure and cc. 
per cent diodrast injected through each 
needle the same rate. The time for injection 
about one minute. The first films are taken one- 
half minute, after the start the the 
tube shifted sideways inches; second pair 
films taken one minute; the tube shifted 
back its original position and third pair 
films taken about one and one-half minutes. 
there clinical reason suppose the circula- 
tion very slow, fourth pair may taken 
after perhaps another half minute. 
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DANGERS 


The dangers diodrast have been dis- 
cussed length Pendergrass. Homans and 
others have mentioned thrombosis vessels fol- 
lowing the use the material. have observed 
thromboses veins two cases. Extravascular 
injection painful but not dangerous. have 
had serious reactions. The heat and flushing 
common all patients receiving the injection 
transient and requires treatment. Adrenalin 
and oxygen are always hand used even 
minor reactions. 


INTERPRETATION 


Interpretation beset the greatest difficul-. 


ties. Lack critical observation, lack truly 
adequate technique, and lack sufficient experi- 
ence with the normal variations the pattern 
vessels and, particularly, variations the time 
and extent the veins will lead 
erroneous conclusions. Almost every paper the 
subject stresses these points and our own early 
experience bears them out. There are numerous 
examples the literature cases which showed 
non-filling the deep vessels one occasion 
followed adequate filling the second try. 
Therefore mere absence filling vessel 
not considered unequivocal evidence its 
block. This, course, limits seriously the use- 
fulness the procedure. One can frequently 
fairly sure about the diagnosis venous block. 
Determination the etiology the not 
always possible. 


Baker Youngstown, Ohio, has given 
classification and clear analysis the venous 
patterns acute and chronic, deep and super- 
ficial venous blocks which have found most 
useful and reasonable. 


CHRONIC SUPERFICIAL BLOCKS 


acute superficial venous blocks, with the 
deep veins uninvolved, the deep veins fill above 
the ankle and fill all the way the lower ex- 
tremity. The superficial veins are straight and 
even caliber, and above the point the block 
will show filling. This must seen mul- 
tiple films. There will vessels filled showing 
connections deep vessels other superficial 
vessels just below the point the block. 


chronic superficial blocks, the diodrast 


passes slowly through dilated, tortuous, varicose 
veins. Enlarged veins, not filled with diodrast, are 


the soft tissues. The deep circulation 


filled. 

acute deep blocks, there absence filling 
the deep vessels occasionally partial filling 
which may actually demonstrate the thrombus. 
The superficial veins are not tortuous, but are 
well filled showing frequent anastomoses. This 
the type case where frequent errors are made 
since non-filling the deep vessels may ob- 
served when block present. 

the case the chronic deep block, the deep 
circulation absent whole part. The 
superficial veins are dilated with practically all 
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them emptying into the internal saphenous vein 
the time the knee reached. Frequent en- 
larged tortuous communicating branches are seen 
extending from the saphenous apparently fading 
into the soft tissues. this type case that 
the venogram probably the greatest value. 
Clinically one sees dilated superficial veins and 
clinical tests may difficult interpret 
actually misleading. carefully done venogram 
studied the light the clinical findings the 
patient may the utmost help properly 
handling the patient. 


The diagnosis thrombosis venography can 
almost absolute, when the clot seen the 
vein outlined the opaque material. Occa- 
sionally this finding may critical proving 
the site origin for emboli. 


Venography has place real though limited 
value among medical procedures. should 
used with full understanding its difficulties, 
its use should limited cases where the indi- 
cations are clear, and the results should criti- 


cally analyzed view clinical condition the 
patient. 
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parathyroid function may become 

major consideration following thyroidectomy. 
Symptoms hypoparathyroidism may range 
from the dramatic acute tetany with epilepti- 
form convulsions, the more common chronic 
latent form often characterized variety 
psycho-motor and metabolic disturbances. 
Early recognition and prompt treatment 
the utmost importance, especially the acute 
phase the disease. Fortunately, specific ther- 
apy for the disorder has been developed and 
available. 


INCIDENCE 


The incidence acute hypoparathyroid tetany 
low, varying from per cent 2.0 per cent 
the larger thyroid clinics. our last 1,000 
cases, the incidence was per cent. The chronic 


address. Read the Section Gen- 
eral Surgery the Seventy-fifth Annual Session the 
Medical Association, Los Angeles, May 


latent form occurs more frequently and may 
readily. overlooked. survey 100 our 
thyroid cases operated upon ten years ago, re- 
vealed incidence about per cent mild 
hypoparathyroidism. our more recent 100 
cases, the rate had dropped per cent. The 
factors that contribute low incidence 
hypoparathyroidism are chiefly 
operative procedures designed preserving the 
parathyroid bodies and their blood supply. 
Among these may listed the maintenance 
posterio-lateral leaf the time the thyroidec- 
tomy, and minimal suturing the residual rem- 
nant the gland. Routine ligation the in- 
ferior thyroid artery, which the main source 
the blood supply the parathyroid glands, may 
also dangerously impair their activity. Undue 
trauma, such occurs frequently operations 
for recurrent goiters, may easily damage com- 
pletely destroy the parathyroids. About per 
cent our patients operated upon for recurrent 
residual goiter ultimately developed symptoms 
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latent mild hypoparathyroidism. one 
these cases, recurring attacks acute tetany 
with epileptiform convulsions followed the fifth 
thyroidectomy. 


SYMPTOMS 


The most striking clinical feature hypo- 
parathyroidism the dramatic symptom complex 
known tetany. This may manifest itself usu- 
ally two three days after thyroidectomy 
the sudden appearance epileptiform convul- 
muscular rigidity, stridor, and dyspnea. 
Milder premonitory symptoms usually precede 
the convulsions six twenty-four hours, and 
the close observer, may serve warning 
the impending attack. The patient will wake- 
ful, anxious, and appear unusually quiet. The 
forehead becomes glazed, and flushing the 
face with circumoral noted. Numb- 
ness and tingling the extremities, together 
with early signs carpo-pedal spasm gradually 
appear. Chvostek sign establishes 
the diagnosis. most cases the acute attack 
transitory, lasting but few days weeks, until 
the remaining parathyroid glands slowly regain 
their function. Occasionally the parthyroid dam- 
age extensive and the patient passes into 
state permanent chronic hypoparathyroidism 
which acute tetany may appear varying in- 
tervals. Rarely, untreated case, death will 
occur acute attack. 


Chronic, mild, latent hypoparathyroidism 
appears weeks even months after operation. 
This more common form may even 
ognized, especially the patient disappears from 
the surgeons observation. The slow insidious de- 
velopment symptoms probably the result 
atrophy from impaired blood supply, the pres- 
sure scar tissue formation that gradually 
diminishes the glandular function. great 
variety symptoms may appear incident chiefly 
the resultant hypocalcemia. Among the more 
important symptoms will weakness, fatigue, 
and loss energy. Numbness and tingling 
the extremities with muscle cramps and stiffness 
may predominate. times, the muscle stiffness 
becomes severe, causing the tissues assume 
board-like firmness with functional incapacitat- 
ing impairment. Chvostek’s and Trousseaus’s 
signs remain constant. Less commonly, lenticu- 
lar cataract, trophic changes, and disturbances 
calcium metabolism develop, giving rise 
impressive list variegated symptoms, often 
erroneously classified functional nervous dis- 
orders. 


TREATMENT 


acute post-thyroidectomy tetany, particu- 
larly the event sudden epileptiform convul- 
sions, prompt action imperative. There prob- 
ably will not time for serum calcium deter- 
minations. this alarming emergency, specific 
action can obtained injections parathy- 
roid extract together with calcium salts. The ini- 
tial dosage the parathyroid extract should 
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100 units, best given intramuscularly, 
and intravenous injection cc. per 
cent calcium gluconate. Thereafter, cc. 
the extract should given once twice daily 
until the serum calcium and phosphorus levels 
approach normal. attain maximum effect, 
the hormone injections must supplemented 
calcium and this time oral administration will 
suffice. Estimations the serum calcium level 
will determine the necessary dosage. For some 
unknown reason parathyroid extract alone will 
not produce normal serum calcium-phosphorus 
balance. The continuous use the hormone 
soon causes state tolerance refractivity 
with gradually diminishing effect until ultimately 
the favorable action will completely lost. This 
state refractivity may due the develop- 
ment antibodies the blood stream 
local fixation tendency the site injection 
thus preventing absorption. For this reason para- 
thyroid extract cannot used effectively the 
treatment chronic hypoparathyroidism. Diffi- 
culty administration and economic factors also 
enter into this problem. the management 
chronic hypoparathyroidism the great majority 
patients may controlled adequately cal- 
cium alone, the dosage varying with the severity 
symptoms and the degree hypocalcemia. 
There will remain small group cases which 
calcium only partially effective. Some benefit 
may obtained diet high calcium but such 
diets usually also are high phosphorus which 
tends disturb the desired serum calcium-phos- 
phorus ratio. 

Homologous parathyroid transplants have been 
attempted numerous times but rarely ever has 
this procedure been value. One such patient 
came our attention recently whom para- 
thyroid glands had been transplanted into both 
pectoral muscles. There was temporary 
permanent improvement the patient’s symptoms. 


these difficult cases where the simpler reme- 
dies are ineffective, dihydrotachysterol has almost 
specific action. This substance, developed 
many Holtz was formerly called A.T. but 
now manufactured this country under the 
name Hytakerol. Its specific action chronic 
hypoparathyroidism similar that para- 
thyroid extract acute tetany but differs from 
the hormone several ways. Its action much 
slower, requiring two three days initiate 
rise the serum calcium level and does not 
tend induce the patient gradually increas- 
ing tolerance. the contrary, there some evi- 
dence show that has cumulative action. Its 
slow action makes unsuitable for emergency 
use acute hypoparathyroidism but has been 
found highly effective preventing recur- 
ring attacks acute tetany. The correct dosage 
most important and this must worked out 
each individual. Over dosage can easily cause 
hypercalcemia which may induce variety 
distressing symptoms and even death. The chief 
side effects over dosage are weakness, nausea, 
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and vomiting, diarrhea, headache, vertigo, stuper, 
polyuria, and ataxia. 

The usual initial dose Hytakerol cc. 
cc. daily supplemented calcium salts. the 
serum calcium level rises, the dose decreased 
until maintenance dose established. This may 
vary from cc. daily cc. less weekly. 
One patient our series states that she requires 
only one drop Hytakerol twice week. After 
the first day two, serum calcium determina- 
tions will not necessary and the patient can 
then instructed make his own determina- 
tions the simple Sulkowitch test for calicum 
the urine. Even this test can discarded and 
the patient gradually learns adjust his Hyta- 
kerol and calcium dosage subjective symptoms 
alone. Other sterols such Vitamin and 
tend raise the serum calcium level but none 
gives the satisfactory specific action that can 
obtained from Hytakerol. 

Many patients who develop postoperative hypo- 
parathyroidism also show evidence hypothy- 
roidism. these cases, general improvement re- 
sults from thyroxin thyroid extract but 
doubtful these agents directly indirectly in- 
fluence the serum calcium concentration. 

conclusion should stated that for rea- 
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sons simplicity certain phases the hypo- 
parathyroid problem have been omitted from this 
discussion. consideration the rare idiopathic 
hypoparathyroidism, alkalosis tetany, and such 
factors the relationship acute infections 
pregnancy calcium and phosphorus metabolism 
would tend confuse the picture, and had best 
left the realm the internist and the en- 
docrinologist. 


few the more important practical consid- 
erations connection with hypoparathyroidism 
will bear emphasis. 


Impending acute convulsive tetany may 
averted the recognition and treatment cer- 
tain warning premonitery symptoms. 

the acute the specific action 
parathyroid extract makes the most effective 
therapeutic agent. tendency induce tolerance 
precludes its prolonged use. 

Symptoms chronic hypoparathyroidism 
often may vague and easily can overlooked 
the casual observer. 

Hytakerol, while too slow its aetion for 
use acute tetany, the ideal remedy the 
treatment chronic hypoparathyroidism. 

1930 Wilshire Boulevard. 


Use the Anti-Coagulants, Heparin and Dicumarol* 
Lucia, M.D., San Francisco 


the young and vigorous person, under nor- 

mal conditions the blood remains fluid vivo. 
With advancing age, the tendency for the blood 
clot vivo without apparent cause not 
uncommon phenomenon. Under circumstances 
trauma, accidental surgically induced, the 
tendency for the blood coagulate enhanced 
both vivo and vitro. the attempt com- 
bat abnormal coagulation the blood vivo, 
necessary choose and employ the proper 
anticoagulant. The three important questions 
concerning the problem thrombosis are: 

What evidence can brought show that 
increased tendency thrombus formation 

When and under what 
thrombosis occur? 

Will anti-coagulants prevent the formation 
thrombi and will they have any effect 
thrombi already formed? 

Thrombosis one manifestation diffuse 
and generalized alteration the mechanism 
the coagulation the blood. When venous 
thrombosis occurs, active program treat- 
ment necessary order that further throm- 
boses and possible pulmonary embolism 
prevented. The question naturally arises, will 


Read before the Section General Medicine, the 
Seventy-fifth Annual Session the California Medical 
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one ligate the affected vessels, keeping mind 
that the tendency thrombus formation not 
localized condition, will one use the anti- 
coagulants? must remember that ligating 
thrombosed vessel does not influence the for- 
mation venous thrombi elsewhere, although 
does prevent pulmonary embolus from originat- 
ing the distal part the ligated vein. the 
other hand, when anti-coagulants are used, they 
tend interfere with the formation freely 
floating and pedunculated thrombi from which 
emboli may break off, although they not dis- 
solve thrombi already formed. 


vivo the fluidity the blood maintained 
intact, untraumatized vascular endothelium 
and the presence fluidifying agents such 
ysin. the other hand, the coagulation the 
blood .in vivo enhanced damage the 
vascular endothelium, excesses thromboplastin 
from traumatized tissue, destroyed leukocytes 
and disintegrated blood platelets, and from in- 
creased quantities prothrombin, and possibly 
calcium and fibrinogen. simplified test for the 
detection subjects who may have increased 
tendency intravascular coagulation the blood 
has been For this purpose mgm. 
(1.0 cc.) heparin are injected intravenously. 
The coagulation time the whole blood deter- 
mined before injection and 10, 20, and 
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minute intervals thereafter. simple graph 
the coagulation time the whole blood the 
subject compared with curves obtained from 
group normal reactors. this means 
group subjects was found who appeared 
have increased tolerance heparin—that is, 
the standard dose heparin failed prolong 
the whole blood coagulation time would have 
done the normal subject. This group was 
designated and among them 
were listed: (1) patients the post-operative 
state, especially those recovering from surgical 
operations done the lower abdomen around 
the pelvis and hips; (2) patients suffering from 
cardiovascular accidents; and (3) patients suf- 
fering from Disease. 
“hyper-reactors,” those showing 
tivity heparin, were included patients suffering 
from hypertension and from manifestations 
allergy. 


THE COAGULATION MECHANISM 


For purposes graphic presentation, sim- 
plified schema the coagulation mechanism will 
show the relationship the various identified 
components the blood and the part they play 
the clotting mechanism. The first phase 
coagulation takes place when prothrombin 
highly labile substance) converted into throm- 
bin the action calcium and thromboplastin. 
The latter present abundance tissue 
juices, traumatized tissue, damaged leukocytes, 
and disintegrated blood platelets. The second 
phase coagulation occurs when the recently 
formed thrombin converted into fibrin 
fibrinogen. 
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atin has been found exert 
action vivo*. produces prolongation the 
prothrombin time, bleeding time and clotting 
time. Referring the chart, since the most 
vulnerable points the coagulation mechanism 
are (1) prothrombin and (4) thrombin, 
can center our attention around substances alter- 
ing these elements the mechanism. will 
seen the schema for anti-coagulants that 
heparin appears attack points (1), (3), and 
(4) the coagulation mechanism, and dicumarol 
point (1) alone. 


CHOICE ANTI-COAGULANT 


From inspection the schema anti-coagu- 
lants, heparin and dicumarol were chosen the 
most practical anti-coagulant agents because 
their activity altering the coagulation the 
blood its most vulnerable points. The specifica- 
tions for entirely satisfactory anti-coagu- 
lant are: 


agent having predictable effect the 
coagulation the blood. 


should not have any harmful side effects. 
Its effects should rapidly neutralized 
potent antagonistic medication readily available. 


The agent should effective oral ad- 
ministration. 


One should able measure the anti- 


coagulant effect easily the bedside. 
should not expensive. 


can demonstrated that heparin prolongs 
the coagulation the blood vivo and vitro, 
and stated that therapeutic doses dicu- 


(2) Calcium 


(1) Prothrombin 


(5) Fibrinogen 


THE ANTI-COAGULANTS 


Consonant with the schema for demonstrat- 
ing the coagulation mechanism, similar schema 
can constructed show the relationship be- 
tween the various and their ac- 
tion upon each element and phase the coagu- 
lation mechanism: 


addition the agents already indicated, gel- 


DECALCIFIERS 
Sodium citrate 
Sodium oxalate 
Sodium fluoride 


ANTIPROTHROMBIN 
Dicumarol 
Heparin with co-factor 
Specific antiprothrombin Heparin 
serum Hirudin 
Adsorbants 
Calcium triphosphate 
Magnesium hydroxide 
Aluminum hydroxide 
Barium sulfate 
ANTIFIBRINOGEN 


(3) Thromboplastin 


ANTIPLATELET LYSIN 


(4) Thrombin 
(6) Fibrin 


marol prolong the coagulation the blood 
vivo only. However, can shown that when 
the dose dicumarol great enough depress 
the prothrombin concentration below per cent 
normal, alterations the coagulation the 
blood can demonstrated vitro also. Such 
dosages dicumarol are exceedingly dangerous. 


ANTITHROMBIN 
Heparin with co-factor 
Hirudin 

Cysteine compounds 
Albumin 


ANTIFIBRIN 
Fibriholysin 
Enzymes 


Neutral salts, NaCl and Na,SO, 
Germanin (Bayer 205) 


Fibrinolysins 
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The statement has been made without objec- 
tive proof that the “fluidity the blood” 
enhanced reducing the prothrombin concen- 
tration without altering the whole blood coagu- 
lation mechanism! When the prothrombin con- 
centration depressed below per cent the 
normal, the mechanism whole blood coagula- 
tion probably does become altered, but cannot 
demonstrated until the prothrombin concen- 
tration reaches dangerously low levels. These 
complicated technical maneuvers are not easily 
performed the bedside without the help 
expert technician. Furthermore, the prothrom- 
bin concentration depressed below per cent 
the suspension stability the erythrocytes de- 
creased, and effect discernible the clot 
the other hand the capillary 
fragility increased when dangerously low 
levels prothrombin concentrations are reached. 

should remembered that the test for 
activity heparin simple, that can per- 
formed the bedside and that involves altera- 
tions coagulation the whole blood; the 
other hand, the test for effectiveness dicu- 
marol does not involve alterations the coagula- 
tion the whole blood and cannot per- 
formed the bedside. 

The disadvantages the use heparin are: 

expensive. 

must administered intravenously. 

produces hemorrhagic complications 
the site injection and elsewhere. 

The disadvantages the use dicumarol are: 

The effect the drug must controlled 
complicated laboratory procedures. 
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HEPARIN AND DICUMAROL 


Heparin available definitely standardized 
quantities. The Toronto unit heparin de- 
fined the quantity anticoagulant contained 
0.01 mgm. heparin.* Heparin 
vials containing mgm. per cubic 
centimeter diluent.** 


Heparin can administered continuous 
jections’. The quantity given will depend 
upon individual variations but general the 
dose will adjusted that the whole blood 
coagulaticn time should prolonged least 
twice the value and preferably between 
and minutes (Lee and White method). 


For continuous intravenous injection, the he- 
parin dissolved physiologic salt solution 
per cent glucose solution, that the resultant 
concentration units heparin per cubic 
centimeter diluent. priming dose 10-30 
mgms. (1000-3000 units) given intravenously 
and followed the continuous delivery 
mgnis. (1000 units) per hour. The area veni- 
puncture should carefully tamponed else 
hematoma will develop the site puncture. 


For periodic intravenous injection 
dose mgms. (3000 units) heparin 
given and followed 20-40 mgms. (2000- 
4000 units) doses 2-4 hour intervals, depend- 
ing upon and controlled the whole blood 
coagulation time obtained 
patient. 


Heparin should not given sooner than three 


hours after operation. The complications 
heparin administration are the development 
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Heparin 
Dose Variable. (V) 1000 units per hour 


or 50 mgms. every 3 hours. Control 
by coagulation tests. 


Method Administration 


Intravenous (Continuous Drip, Mul- 
tiple Divided Doses). 


Dicumarol 


Variable, approximately 300, 200, 100 
mgms. 3 successive days. Must be con- 
trolled by prothrombin tests. 


1. Oral 
2. Intravenous. 


Initial Response Occurs Immediately. hours. 
Effect Manifested by 1. Prolongation of coagulation time. Prolongation of prothrombin, and fate 
2. Inhibition of platelet agglutina- by coagulation times. 
tion. 
Effect Antagonized Protamine systematically. Transfusions fresh whole blood. 
. 2. Trypsin 2. Vitamin K 60 mgm. doses. 
3. Thrombokinase locally. 


Snake venom 
Duration Effect 

Hemorrhagic Manifestations 
hemorrhage. 


Hemorrhagic Tendency Controlled Protamine. 


Blood transfusion. 


Adapted from.4 


1-4 hours dependent upon dose. 


Hematomata, Hematuria, Cerebral 


2-26 days; average 11 days. 


Purpura, Ecchymoses, Hematuria, Gin- 
gival hemorrhage, Epistaxis, Conjunc- 
tival hemorrhage. 


Transfusions ‘fresh whole blood 
plasma. 
Vitamin 


its effect after oral administration. 

The effect after cessation oral adminis- 
tration the drug may last from days 
(average days). 

Hemorrhagic complications, when they oc- 
cur, are generalized. 


*The original heparin obtained from the Connaught 
Laboratories was sterile solution dispensed 
vials and containing 1000 cat units per cubic centimeter. 
One unit of this product would keep one cubic centimeter 
of cat blood free of clots for 24 hours in cold storage. 


The Abbott Laboratories preparation standardized 
according the Toronto unit; that is, mgm. equals 100 
units, or 1 cc. (10 mgms.) is equivalent to 1000 units. 
One unit of this product will keep 5 cubic centimeters of 
human plasma fluid in vitro for four hours at 37° C. 
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hematomata the site injection these 
areas are not adequately tamponed; and hema- 
turia and cerebral hemorrhage the doses ad- 
ministered are too large. 

advantage heparin that its effects are 
dissipated within three hours following injection. 
Heparin (an acidic substance) readily and 
immediately neutralized protamine 
substance) which can given intravenously. 
outstanding disadvantage the use heparin 
its costliness. 


Dicumarol available synthetic and 
standardized substance mgm. tablets and 
100 mgm. capsules. given orally and 
freely absorbed through the gastrointestinal mu- 
cosa. Dicumarol, believed, interferes with 
the formation prothrombin the liver. 


Following adequate dosage the prothombin 
concentration drops desirable level within 
24-48 hours. The maximum effect, terms 
suppression the prothrombin concentration, 
may occur within 3-5 days following the insti- 
tution treatment and recovery may delaved 
from days (average days) after with- 
drawal the drug. 


regard dosage safe rule follow, pro- 
vided that the prothrombin concentration fre- 
quently checked, mgms. dicumarol per 
kilogram body weight the first day and 1.5 
mgm. per kilogram per day thereafter until the 
desired effects are obtained. 

The following plan for the administration 
dicumarol has been suggested: 


300 mgms. dicumarol orally the first 
day. 

200 mgms. the second and subsequent 
days until the prothrombin falls 
per cent normal. 


the prothrombin concentration falls too 
rapidly, proceed cautiously withholding subse- 
quent doses and checking the prothrombin values 
least once daily. the prothrombin concen- 
tration rises too rapidly, larger more frequent 
doses dicumarol may given. 

When the prothrombin concentration falls 
below per cent, discontinue the use dicu- 
marol unless desired depress the pro- 
thrombin concentration the dangerously low 
levels between 5-10 per cent. 

Dicumarol administration must 
trolled entirely laboratory determination the 
prothrombin concentration each individual 
who receives the drug. 

order obtain the desired effect from di- 
cumarol, the prothrombin concentration must 
depressed and kept around per cent the 
normal level. per cent prothrombin con- 
centration, the whole blood coagulation time be- 
comes altered and when the prothrombin concen- 
tration reduced per cent normal the 
whole blood coagulation time becomes prolonged 
twice normal. The recommended suppression 
the prothrombin concentration per cent 
compromise because the whole blood coagu- 
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lation time may not significantly altered 
this level. 


cated diseases the liver and kidney because 
they increase the sensitivity the patient 
the drug. also contra-indicated patients 
suffering from any hemorrhagic disorder. 
patients suffering from fever, dicumarol de- 
presses the prothrombin level markedly and 
direct proportion the hyperthermia 
the drug must given with extra caution under 
such circumstances. some individuals salicy- 
lates, sulfonamides, and quinine exert dicu- 
marol-like effect. 


When the prothrombin concentration drops 
per cent normal, toxic effects are very 
likely occur and these include purpura, hemat- 
omata, hematuria, and bleeding into wounds, 
gingivae, retinae, nasal, conjunctival and gastro- 
intestinal mucous membranes, and into the tissues 
the central nervous system. 


The treatment the hemorrhagic complica- 
tions excessive dicumarol administration con- 
sists whole blood transfusions, and vitamin 
mgm. doses (given Menadione) every 
eight hours. 


circumstances where necessary ob- 
tain immediate and protracted effect anti- 
coagulants, such the treatment acute pul- 
monary embolism, desirable induce the 
anti-coagulation effect giving heparin intra- 
venously and the same time giving standard 
dose dicumarol orally. When the desired 
prothrombin concentration reached, usually 
hours after the institution treatment, the he- 
parin may discontinued patient there- 
after maintained the effective dose dicu- 
marol controlled repeated tests prothrom- 
bin concentration. 


discussion given the mechanism 
blood coagulation and some the factors which 
influence the stability the blood vivo. The 
relationships which the anti-coagulant substances 
bear the coagulation mechanism are indicated 
and details the administration heparin and 
dicumarol are outlined. 

University California Medical School. 
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Prepayment and the Future American Medicine* 
James McCann, M.D., Ph.D. (Surg.) 


President Massachusetts Medical Service 


the current socio-economic turmoil our 
national life labor, management, insurance, 
utilities and all other forms endeavor. The key- 
note our present travail that the people 
whole are insistent upon larger measure 
economic security within the framework. de- 
mocracy and political freedom. The peoples’ deci- 
sions with respect specific needs such medi- 
cal care will oriented toward private enterprise 
the one hand, governmental responsibility 
the other, directly private groups honestly 
and effectively meet the full needs the people 
acceptable manner. This precludes the 
exercise the physician’s venerable prerogative 
that patient cannot meet the cost medical 
care the doctor’s own terms, shall rele- 
gated the public wards object charity. 
Our initial worthy practice caring for the poor 
terms kindly charity has too frequently 
been perverted into means maintaining 
unilaterally imposed fee structure. Too 
methods practice have been determined 
vocal minority whose credo has precedent the 
ancient medieval school Salerno; viz. 


“Don’t give your service gratis; let not 
the wise muse Hippocrates 
Serve the sick bed without reward” 
medical rule given the physician 

thuswise, 

That should say; give, give until the 
patient cries oh! oh! 

While the patient suffering let the 
physician firm his demand, 

Let him ask for immediate payment 
get security.” 


Woe American medicine our leadership 
falls into the hands the modern counterpart 
the men Salerno! 


All credit you phvsicians California who. 
under the leadership men vision. blazed the 
way initiating the medical profession into its 
new responsibility medico-eco- 
nomic concepts the light the realities 
modern economic practices. Massachusetts 
studied your methods and learned from vou. But 
all honesty, must admit examined not 
only your virtues. but your weaknesses well. 
The first emulated, the second sought 
avoid. Now the eleventh hour our destiny, 
with the words Wagner, Murray and Dingell 
every medical lip, are fearful because some 
respects you seem have faltered. you whom 


Address before the C.M.A. House Delegates, Tues- 
day, May 1946. 


copied should reverse, than Massachu- 
setts are faced with the possibility having built 
shifting sands. 

Consequently with full sincerity, and seeking 
only profitable knowledge for each us, 
these challenging questions: 


Why has Massachusetts four short years 
shown vigorous growth which has surpassed 
the effort seven years California? 


Why Massachusetts favored with large 
degree public confidence compared Cali- 
fornia? 

Why has Massachusetts been blessed with 


professional peace and cooperation based 


the participation our program per cent 
practicing physicians? 

Why has Massachusetts consistently oper- 
ated the black financially, with payments 
full the profession, and with the creation 
substantial surplus? 


Why Massachusetts able contemplate 
extension benefits while you now seem dis- 
agree upon first principles? 


Why: has Massachusetts enjoyed full con- 
fidence and cooperation dealing with our essen- 
tial ally—the Blue Cross Hospital Service—while 
California suffers distressing and disrupting mis- 
understandings with them? 

pose these several questions only inter- 
ested party looking squarely the facts the 
situation, seeking answers for the benefit other 
states well for ourselves. this end shall 
discuss the experience Massachusetts Medical 
Service under the following headings: (1) Or- 
ganization (2) (3) Serv- 
ice (4) Financial Experience, and (5) 
Integration with Blue Cross. 


ORGANIZATION 


The legal organization Massachusetts Medi- 
cal Service based careful preliminary 
study corporate organization, procedure, law 
and public relations. basic premise our cor- 
porate structure that there exists this non- 
profit enterprise large public due, first, 
sizable collection public funds; second, 
the public need for medical care; and, third, 
the public interest medical care 
will procure from the corporation. have 
accepted this current hallmark American prac- 
tice: that wherever there properly exists large 
public interest, therein shall adequate public 
representation. 

this healthy premise created Board 
Directors (Figure consisting one-third 
businessmen, one-third subscriber representatives, 
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Medical Service Corporation 


MASSACHUSETTS MEDICAL SOCIETY 


Creates corporation 


Controls it, district elections, through the voting members 


VOTING MEMBERS CORPORATION 


(THE, 23 MEMBERS OF THE EXECUTIVE COMMITTEE OF 

THE COUNCIL THE MASSACHUSETTS MEDICAL 

Elect Board Directors 

. Terminate directorship 

. Change by-laws 

Receive notice changes the Central Profes- 
sional Service Committee 


cob 


BOARD DIRECTORS 


(5 PHYSICIANS; 5 SUBSCRIBERS; 5 UNSPECIFIED) 
Supervises and controls administrative matters with 
Medical director and assistants 
b. Administrative Committee (?) 
Supervises and controls financial matters with 
Administrative group 
Finance 
Appoints Actuarial Research Committee (at least 
3 members) 

Appoints Central Professional Service Committee 
members, whom chairman and 
others must be physicians) ; this committee 
has sole power to initiate changes, report- 
ing them the voting members, the 
following: 

Extent medical benefits 

. Basis of compensation 

. Standards of medical care 

Discipline physicians 

. Qualifications of specialists 

Extension of income groups 


DISTRICT ADMINISTRATIVE UNITS 


(MaJoRITY PHYSICIANS; CHAIRMAN PHYSICIAN, 
ELECTED DISTRICT SOCIETIES) 


1. District administrative committees 
District professional service committees all phy- 


sicians 


Have sole power concurrent action with the 
Central Professional Service Committee 

b. Supervise locally the quality of medical care 

Discipline local physicians 

Determine qualifications and furnish lists 
local specialists for the benefit subscrib- 


ers (optional) 


and one-third physicians. Since our destiny, tech- 
nical skills, and welfare medical practitioners 
are involved this venture, the physician repre- 
sentation must admittedly adequately safe- 
guarded. But setting broadly represen- 
tative board immediately commanded public 
confidence and support. addition procured 
expert help all the business, financial and ad- 
ministrative details with which physicians are not 
generally familiar. preserved proper control 
strictly medical matters empowering the 
medical representation the Board have the 
right initiating action with reference (1) 
fee schedules, (2) contract benefits, (3) disci- 
pline physicians, (4) designation special- 
ists, (5) standards medical care, (6) 
limits for the service benefits. 


Thirty days prior definitive action any 
these matters, the proposed action the Board 
must laid before the twenty-three man Execu- 
tive Committee the Council the Society, 
which also constitutes the voting membership 
the corporation behalf the Council and the 
profession. Their capacity only advisory be- 
half the profession. But certainly medical 
problem their advice would seriously heeded. 
The confusion carrying all organizational 
problems the large 200 man Council the 
Society avoided. The Council 
power only over the problem income limits. 
The Board Directors still has full power 
decision and action. This preservation the 
right advance information proper represen- 


tatives the doctors vital medical matters, 
with the opportunity present timely advice 
needed, enough power conserve free 
entrepreneurs who are voluntarily throwing their 
whole destiny into this venture. 


The voting members (Executive Committee 
the Council) have the power elect the directors 
and change the by-laws. Thus control essen- 
tially medical matters within the corporation 
should not mismanaged matters vital the 
profession. This effective structure stands 
sharp contrast with those state organizations 
which the profession has sought outright control 
the Boards even non-medical matters 
requiring that majority, three-fourths 
four-fifths the membership the board 
physicians. How impractical the action one 
professional group creating board composed 
entirely physicians except for one layman, 
has been done. Certainly such group guilty 
public access information about such ven- 
ture concerned. 


Vital our organization the tie-in with the 
local profession way Local Professional 
Service Committees. These have been created 
each District (County). However, these commit- 
tees have local power review the deci- 
sion the 200 elected representatives the 
Council who have created this corporation. 
county society has power formally withhold 
from participation. The power act medical 
matters statewide importance should reside 
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the Council, and separate counties should have 
more right censorship after definitive action 
has been taken State Medical Society than 
that, the political realm, states should review 
the action the Congress national affairs, 
counties should censure the State state affairs. 
The anarchy such procedure, which foreign 
our Republic and was rejected 1865 after 
trial arms, has produced confusion and dis- 
ruption many state medical programs where 
such censorship the counties has been toler- 
ated. Any program based experience 
Massachusetts should initiated the State 
Society statewide basis, and with full par- 
ticipation every county the basis the 
primacy State Society action such matter. 


CHARACTER CONTRACT 


Two main currents thought have evolved 
regard the character the initial basic con- 
tract. The first that one developed the urban 
states which provides protection against the cata- 
strophic illnesses the hospital (surgery and 
obstetrics) the second that developed the 
rural sections which held that home and 
office medical care should major part the 
first contract. The Massachusetts program was 
initiated with the surgical-obstetrical contract. 


quick survey the economic background 
Massachusetts, state with 5,000,000 people and 
7,000 doctors, will show why, predominately 
urban and industrial state, made this initial 
departure. Figure shows the distinctly urban 
character our state, although the small rural 
proportion acquiring increasing importance. 
Figure clearly depicts the dominant distribu- 
tion the industrial wage earners through the 
secondary cities and towns the state con- 


2.—Percentage Distribution Population, 
Urban and Rural 
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trasted with metropolitan Boston. Consequently, 
any program, properly conceived must re- 
lated this important extra-metropolitan distri- 
bution industrial wage earners, well the 
important metropolitan area, and, consequently, 
must erected solid statewide basis. 
Figure shows the marital status the popula- 
tion (only 36.3 per cent single) and Figure the 
number families with children (59 per cent), 
all which stresses our obligation think 
terms family needs evolving our programs. 
Any thinking which relates earnings and services 
the individual rather than the family need 
neither socially nor economically adequate. 


Massachusetts has reached the second stage 
the evolution this limited type coverage and 
further benefits are now added for the sub- 
scriber. One two choices available. Medical 
care the hospital could added our present 
contract without increase the present premium 
rates cents (individual), $1.65 (man and 
wife), and $2.00 (family). This based 
current experience which provides surgery and 
obstetrics the hospital for per cent cor- 
poration income; medical care hospital for 
per cent (estimate) out-patient surgery for per 
cent (estimate) administration for per cent; 


4.—Marital Status Population 


Status Number Per Cent 


Age 


Children under Number Per Cent 


children 428,088 41.0 
202,025 19.8 
15.7 
100,160 9.8 
3.3 
(Federal Census 1940) 4,210 0.4 
3.—Relative Importance Population Units State (1938) 
Number 
Area of ts) of Wages 
Estab- Wage Wage Paid 
lishments Earners 
Boston (city) 2,255 54,160 64,603,088 
Boston (Metropolitan) ..... 4,150 134,317 160,123,677 
Towns and cities (extra- a 
Metropolitan Boston; 14 cities and 29 towns: 
Cities Towns 
Boston Melrose Arlington Dover Norwood Walpole 
Cambridge Newton Belmont Hingham Reading Watertown 
Chelsea Quincy Braintree Hull. | Saugus Wellesley 
Everett Revere Brookline Lexington Stoneham Weston 
Lynn Somerville Canton Milton Stoughton Westwood 
Malden Waltham Cohasset Nahant Swampscott Weymouth 
Medford Woburn Dedham Needham os Wakefield 


Winthrop 
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and surplus per cent. However, plan with 
moderate increase the rates (95 cents, $1.90 
and $2.25) more adequately conceived contract 
which will provide complete medical, surgical and 
obstetrical care the hospital well surgical 
coverage the home, office hospital out- 
patient department; obstetrical delivery the 
home; and diagnostic x-ray for hospitalized 
cases with radiation therapy lieu surgery 
the hospital doctor’s office. This will leave 
uncovered only the matter medical care the 
home and office. Experience has proved that ven- 
tures this latter field extensive scale may 
hazardous and costly because abuses which 
are difficult police, both the part the 
public and the profession. 

The second viewpoint that care the home and 
office agricultural regions primary concern 
should carefully scrutinized. would appear 
basic that the proportionate need for in-hospital 
and out-patient care should the same for any 
given group, whether rural urban regions. 
Any statement that there less hospitalization 
the rural areas may well met with the query, 
“Are there adequate hospital facilities there?” 
not, should not this inadequacy met directly 
rather than creating improperly conceived pre- 
payment program because the deficiency? 
may properly wondered whether the inclusion 
home and office medical care these rural 
area programs has been conceived more re- 
sult insistence the part the physician 
that compensated the corporation for 
these services, than the consequence im- 
partial recognition the basic needs the 
patient. Furthermore, coverage for home and 
office medical care frequently cash indem- 
nity basis which strikes and threatens the 
superstructure service contract for hospital 
care. 


SERVICE BASE CONTRACT 


Massachusetts Medical Service today 
stands challenge the defeatist concept that 
prepaid medical care cannot provided 
service basis. operate solidly service 
basis for the under-income group patients. 
Over-income groups only are enrolled cash 
indemnity basis. not hesitate inform 
under-income subscriber that need pay 
extra fee, and the physician that has legal 
grounds for collecting extra charge. never 
disburse penny non-participating physician 
except the case bona fide emergency 
where services participating physician could 
not procured. There less than per cent 
utilization non-participating physicians. this 
basis now have the active cooperation over 
per cent the practicing physicians the 
state. started our program with the support 
nearly per cent the profession enrolled. 

service contract essential for two basic 
reasons. First, alone meets the needs that 
large under-income segment the public for 


65, No. 


some guarantee service equitable basis, 
with protection against overcharge which may 
too frequently excessive. Only with the knowl- 
edge such assured protection will the public 
buy volume which will make the voluntary 
approach this problem success and thus fore- 
stall federal action the field prepaid medical 
care. Second, essential from the physicians’ 
viewpoint. The profession participates this pro- 
gram slight sacrifice. With practically com- 
plete physician participation Massachusetts, 
why should the subscriber awarded benefits 
the basis selection from amongst the small 
group non-participating physicians. Should 
not forfeit his premium benefits which were made 
the basis contract with the participating 
physician? Also, why should non-participating 
physician benefited assured payment? The 
service contract the morale basis physician 
participation without which the whole program 
might eventually fall apart. non-participating 
physicians are paid and they turn make extra 
charges the patient, how long before the phy- 
sician next door working service basis will 
rightly conclude that someone making monkey 
out him, and begin make extra charges. 
Soon the public incensed over extra charges. 


They are disillusioned with the misrepresentation 


protection made the profession, and the 
vital ingredients success public confidence 
and professional cooperation are speedily lost. 


The objection cash indemnity contract 
the raw fact that encompasses rejection 
the profession its proper responsibility the 
under-income group the people; the raw 
fact irresponsible individualism whereby the 
physician seeks impose these people uni- 
laterally constructed individual fee table (usually 
the too frequently based caprice, 
conceit greed, rather than humane con- 
cept equity and fairness. escapist’s 
make-shift too often supported shortsighted 
spokesmen our medical organizations. has 
been adopted some states with the bland asser- 
tion that saves lot headaches. fosters 
such practices charge ninety dollars for 
cystoscopy and pyelography one hundred seventy- 
five dollars for appendectomy shop girl; 
three hundred dollars the line for cystoscopic 
investigation five hundred dollars for 
transurethral resection man whose income 
was little over five hundred dollars year his 
old age. Modern counterparts the practices 
Salerno! Such practices are rapidly precipitating 
our heads the final and overwhelming head- 
ache compulsory health insurance which can- 
not treated simply our being against it. 

Gentlemen give the profession two specific 
challenges. the Doctors Lahey, Clute, Phaneuf, 
MacAusland, Allen, McKittrick, Kimpton and 
Smithwick Massachusetts, all national figures, 
will render the people this service, what justifica- 
tion there elsewhere the nation for doctors 
refuse descend into the arena public 
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affairs and likwise? The second challenge 
comes from national authority working our 
side the made the bald statements 
that (1) there use medical societies 
attempting any such programs unless the serv- 
ice principle for the under-income group, and 
(2) only real cause for the failure 
such programs the doctors themselves! 
high time that these facts brought the light 
day and not hidden behind inept censorship 
within our own ranks. 


The use service contract for the under- 
income group requires determination income 
levels eligibility for service. some states the 
family level $3,000, others $2,500 and 
the individual level $2,000. When these pro- 
grams were initiated about 1940 there was gen- 
eral acceptance the need for protection 
family groups within these income limits. Now, 
due amateurish twist economic thinking, 
some doctors are saying that wages are higher 
and that premiums and professional allowances 
should higher. Let look the fact what 
has happened the family Massachusetts with 
the still fixed limit eligibility for service bene- 
fits $2.500 income level. Figure shows the 
increase the cost living for this family 
group the purchase such basic necessities 
family life food, clothing, shelter, fuel, etc. 
With their fixed income $2,500 the cost liv- 
ing has risen from index figure 100 1940 
the high index figure 126.9 1946. other 
words, because inflated values and depre- 
ciated currency, every dollar worth 100 cents 
1940 will now buy only 77.5 cents’ worth 
family necessities, including medical care. This 
can only mean expanding hardship for people 
with these fixed incomes. This chart also exposes 
the present real income our clients with $2,500 
incomes the present period money depre- 
ciation. The actual purchasing power $2,500 
(1940) has been reduced actual $1,936.48 
establishing the level need 1940 $2,500, 
then today might told with propriety that 
that figure should properly reset $3.227.50, 
the comparable income base terms the cur- 
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rent cost family living. Massachusetts weigh- 
ing the advisability raising the income limit 
for service $3,000. Figure shows graphically 
this tragic depreciation real income for the 
under-income group with fixed annual income 
$2,500, and the equivalent rise income 
which would necessary stabilize the family 
budget the same point 1940. must 
have the realism see that these people are 
caught financial squeeze between the depre- 
ciated dollar and the rising cost living and that 
throw medical costs into the cauldron for 
these low income people are but inviting gov- 
ernment intervention. Today more difficult 
for.them meet our premium rate, not easier. 
Figures and indicate the falling level 
eligibility for service benefits the basis 
higher wage rates—for those who get them. 
the basis this shift the physician, virtue 
his privilege make extra charges for the over 
income groups, not called upon for undue 
sacrifice. 1938 (Figure the $2,000 level, 
95.5 per cent individual wage earners were 
eligible for service benefits. However, 1943 


PURCHASING POWER OF $2,500 IN EACH TRAR - 1940-1965 
(Base: 1940 =» $2,500) 


Purchasing Power of $2,500 in 1940. 


Amount Required to Purchase Equivalent 
of $2,500 in 1940. 


6.—Purchasing Power $2,500 Each Year, 1940-1945, and 
January and February, 1946 


(Base 1940 100) 


Index Numbers* Purchasing 
Combined Cost Power of the 
of Living in Dollar Base $2,500 Base 
Massachusetts 1940 $1.00 1940 100 


(A) 
100.0* 
117.3° 
124.1* 
124.7* 
127.3* 
January, 1946 .... 126.9 


February, 1946 ... 126.9 


Amt. Required to 


Purchasing Purchase 
Power of Equivalent of 
$2,500 Base 
1940 100 
(B) (C) (D) 

$1.00 $2,500.00 $2,500.00 
2,374.17 2,632.50 
2,131.29 2,932.50 
2,014.50 3,102.50 
2,004.81 3,117.50 
-786 1,965.00 3,182.50 
1,936.48 3,227.50 
1,936.48 3,227.50 


Salary 
4000 
2000 
1940 1983 19) 1945 
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(Figure with the same income level $2,- 
000, only 78.8 per cent are eligible for service 
protection and the other 21.2 per cent have.moved 
into the upper income brackets which receive 
only cash indemnity benefits from the corpora- 
tion. This parallels the national picture wherein 
today fifteen million United States families have 
annual incomes over $2,500, the highest figure 
ever reached the peacetime history 
the country. 


Figures and indicate the present wide, 
but abnormal and temporary, swing wages 


employment Massachusetts. The 


essence immaturity would for profession 
make long term plans based this brief 
period abnormality. had better just forget 
and stabilize our programs. Figure shows the 
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fairly constant curves normal times, whereas 
Figure shows the unreal war-stimulated rise 
wages. For your orientation quote from the 
Director Statistics, Department Labor and 
Industry, Massachusetts: “During the war period 
the changes were abnormal that information 
obtained during any the war years would 
probably misleading for your purposes de- 
termining medical care costs under normal con- 
ditions.” doctors and medical societies have 
once had proper vision creating these cor- 
porations, now the vital time fortify their 
ventures and not weaken them. weaken the 
foundation the basic principle service pro- 
tection for the under-income group will lead 
overwhelming defeat our major objective 
distributing medical care while retaining our 
freedoms. 


Weekly and Annual Wages 
Industrial Works (1938) 


Per Cent Wage-Hour 
Number of of Wage Law 
Weekly Annual Wage Earners Earners Correction 
8-10 400-500 4,143 
10-12 500-625 17,710 
12-14 625-725 37,087 
14-16 725-825 66,988 
8-16 400-800 125,928 24.6 5.6 
16-18 825-925 61,062 
18-20 925-1050 54,981 
8-20 400-1000 241,971 38.3 
20-22 1050-1150 45,132 
22-25 1150-1300 55,320 
25-30 1300-1550 69,172 460,450 
30-35 1550-1800 48,945 
20-35 1000-1800 218,569 42.7 51.7 
35-50 1800-2600 50,360 10.0 
8-40 400-2000 488,324 95.5 


Weekly and Annual Wages 
Industrial Workers (1943) 


Number Per Cent 
of Wage of Wage 
Weekly Annual Earners Earners 
$8-10 $416-520 7,401 
10-12 520-624 7,765 
12-14 624-728 9,270 
14-16 728-832 12,821 
8-16 416-832 37,257 6.6% 
16-18 832-936 19,337 
18-20 936-1040 26,591 
B 8-20 416-1040 83,195 14.8% 1p 
20-22 1040-1144 35,628 
22-25 1144-1300 59,811 65.6% 
25-30 1300-1560 102,475 
30-35 1560-1820 .. 86,996 
20-35 1040-1820 284,910 50.8 
D 8-40 416-2080 442,061 78.8 
35-50 1820-2600 192,765 34.4 
8-50 416-2600 560,860 
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The financial experience our program has 
been eminently satisfactory. have operated 
continuously the black; have paid our phy- 
sicians full agreed; and have created 
considerable surplus with which extend sub- 
scriber benefits. Our experience may weighed 
from four angles: (1) the premium structure; 
(2) the fee schedule; (3) surplus, and (4) 
expenses. 


The premium rates for our surgical-obstetrical 
contract have been cents per individual, $1.65 
for man and wife and $2.00 for the family. These 
rates, expenses and payments physicians are 
kept proper balance, will easily carry sur- 
gical-obstetrical contract and creat considerable 
surplus with which extend subscriber benefits. 
Our surplus now approximates $300,000. Our 
experience indicates that this premium structure 
will also easily provide for medical care the 
hospital addition the other services. Our 
establishment premium structure was 
more scientific than canvass the country for 
the experience other plans and guess what rates 
would keep the black. These estimated rates 
were upped per cent the Insurance Depart- 
ment and the new estimated rates nearly ap- 
proximated the Blue Cross rates that adopted 
their schedule. not let anyone delude you 
that more accurate method estimating rates 
existed now. 

The second basic financial problem establish- 
ment fixed fee schedule with definite allow- 
ances for specified services. Except items 
where such fixed allowances are impracticable, 
variation payments should tolerated. solid 
actuarial experience can only evolved when 
stable premium structure balanced constantly 
against stable disbursements the profession 
mathematical base exposure. Items which 
require individual consideration have our in- 
stance been evaluated specialist committees 
composed three men. Our schedule pay- 
ments has ranged between $75 and $150 for the 
lesser the heavier major surgical procedures. 
Non-major surgical procedures are evaluated 
proportionately downward. The arrangement has 
been accepted basically fair the bulk 
leaders the specialties Massachusetts. 
Frank Lahey Lahey Clinic fame, Arthur Allen 
the Massachusetts General Hospital, and Don- 
ald Munro Boston City Hospital accept this 
schedule Massachusetts, beyond ca- 
pacity comprehend the grounds which sur- 
geons other parts the country fail accept 
native heath cannot accept any assumption that 
there superior talent elsewhere. Only keep- 
ing the payments physicians within proper 
range for the lower income group can the pre- 
mium structure and the benefits available 
ordered that will worth while become 
subscriber. 

The expense administration may kept 
extremely low figure with automatically 
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administered fee schedule. Our total costs have 
ranged between and per cent. Our claim 
servicing personnel during our period enroll- 
ing the first 100,000 subscribers consisted 
single male nurse and increasing number 
secretaries seven. Difficult problems, few 
number, were referred the specialty commit- 
tees the President for adjustment. With the 
growth our corporation, longer continuance 
without the services medical director became 
impossible, and now Dr. Charles Hayden has 
joined our group that capacity, infusing the 
necessary ingredients enthusiasm, vision and 
experience. But again unity effort preserved 
virtue the fact that serves both corpora- 
tions, the Blue Shield and the Blue Cross. 

the basis these practices, with 250,000 
subscribers, our surplus has steadily grown until 
today approximates $300,000. have further- 
more paid back the Massachusetts Medical 
Society its initial advance $25,000. This sur- 
plus course stands buffer against un- 


usual demands and source increasing 


benefits the subscriber. 


INTEGRATION WITH BLUE CROSS 


The one major reason for our rate growth, 
opinion, has been the complete integration 
the administrative level state-wide medi- 
cal care plan with state-wide hospital service 
plan. There is, however, complete independ- 
ence and separation the level corporate or- 
ganization there between Blue Cross and 
the but, the administrative plane 
impossible state where Blue Cross ends and 
Blue Shield begins. There common executive 
director, and medical director. There joint use 
sales, servicing, publicity, enrollment, 
with proper allocation costs contract basis. 
This unity has been purposely striven for and 
effectively created. have been free all fric- 
tions, controversies and divisive irritants which 
have characterized the Blue Cross-Blue Shield 
relationship some other states. Besides admin- 
istrative unity and high morale, this practice 
makes possible deliver the public the maxi- 
mum medical service for each subscriber dol- 
lar. Fortunately for the effective organiza- 
tional capacity our executive director, Mr. 
Reginald Cahalane, has not been denied us, al- 
though has been tempted with beguiling offers 
from other states. 

Contrast our organizational experience with 
the confusion apparent elsewhere the nation; 
Blue Cross selling medical care cash indem- 
nity basis and hospital care service basis; 
medical plans selling medical care service 
basis and hospital care cash indemnity basis 
small county organizations selling hospital and 
medical care with complete impediment suc- 
cess from artificial county lines drawn between 
overlapping medical care areas; county 
units censuring and impeding full statewide ac- 
tion state medical societies non-participa- 
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medical societies succumbing the mean- 
ingless and futile expediency selling cash in- 
demnity medical care contracts like any commer- 
cial insurance company, for more noble motive 
than dodge headaches with the local profes- 
Blue Cross demanding corporate dominance 
organization which provides medical 
physicians side-stepping their responsibility 
future generations practitioners placing 
their destiny voluntarily the hands cor- 
poration controlled Blue Cross, accepting 
minority representation corporation domi- 
nated Blue Cross. Would that such medical 
groups had made careful study corporate 
practices and corporation history and were versed 
the facts the usurpation corporate powers 
management from both boards directors 
and voting members! They should learn the 
significance the book “Managerial Revolution” 
Burnham. those medical groups which 
have stultified themselves interposing profit- 
making commercial insurance company between 
themselves and their patients, the less said the 
better! Such medical groups may unwittingly 
writing their own obsequies. 


PROGNOSIS 


The present too slow expansion medical care 
plans disconcerting. The controversies and the 
backtracking may demonstrating our own in- 
eptness properly interested and certainly 
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informed public opinion. Our only defense 
today against program com- 
pulsory health insurance the plea that 
given time accomplish the objective prepaid 
medical care voluntary basis. fail and 
are forced return five ten years from today 
Congressional hearing the needs com- 
pulsory health insurance, the accusing finger 
the politician will then pointed with the 
charge “Gentlemen you asked for time. You 
had it! that time you have proved your in- 
competency solve this basic national problem 
prepaid medical care voluntary, free- 
enterprise basis. You have other defense left! 
1946 you raised other adequate defense! 
that time you admitted all the problems which 
had solved. Good day, gentlemen! Govern- 
ment must now solve your problem for you 
behalf the public welfare.” Doctors Cali- 
fornia, must not falter our medical care 
programs, lest burn our last bridge behind 
us! must preserve and expand them. ac- 
complish any worthwhile purpose all the 
current American scene, this must service 
basis for the under-income group. this ram- 
part can defend our precious heritage, and 
serve beacon for our fellow Americans 


Lest under pretense better way 
find our country the ancient snare 
tyranny disguised fulsome phrase. 


What the War Taught About 


M.D., North Hollywood 


EFORE return more diversified civilian 

surgery, might well record what the 
war taught regarding amputations. The policy 
concentrating the amputation cases centers 
provided large surgical experience, and the close 
association with the limb-fitters contributed the 
knowledge what constitutes stump suitable 
for prosthesis. The resulting evaluation the 
various types amputations can well carried 
over civilian practice. 


LISFRANC 


successful amputation can carried out 
through the metatarsals, and necessary the 
metatarsals can disarticulated from the tarsals. 
Proximal this point, however, one cannot per- 
form satisfactory amputation through the foot. 


preserve long flap the heavy plantar skin 
cover the end the stump. This amputation will, 


The opinions assertions contained herein are the 
private ones the writer and are not to.be construed 
official, reflecting the views the Navy Depart- 
ment the Naval Service large. 


course, deprive the patient the spring 
his gait. 


CHOPART 


The Chopart amputation mentioned only 
deprecate it. Any amputation through the proxi- 
mal tarsal bones will sever the insertions the 
dorsi-flexor tendons and leave the Achilles tendon 
unopposed. What remains the foot will into 
equino-varus deformity, and the ankle joint 
will little value. Such stump better con- 
verted into the Syme amputation, which will 
discussed later. 


PIRAGOFF 


the Piragoff amputation, the ankle joint 
removed and the calcis placed the end 
the tibia. provides end-bearing 
stump, the disadvantage bringing the 
end the stump close the ground that 
difficult incorporate mechanical ankle beneath 
it. this respect, inferior the Syme 
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SYME 


The Syme the best amputation the region 
the ankle. Where Lisfranc amputation can- 
not performed, the next site election the 
Syme. 

performing Syme amputation, the heavy 
skin the heel placed over the end the tibia. 
warrant more detailed description the 
technique. 


Two points are selected about one centimeter 
beneath the medial and the lateral malleoli. These 
points are connected two incisions, one carried 
forward across the instep and the other down- 
ward across the anterior part the heel. 
order insure the equal length the two flaps, 
well measure these two lines before mak- 
ing the incisions. The ankle disarticulated and 
the calcis removed blunt dissection. 
the utmost importance avoid injury the 
posterior tibial artery during these maneuvers. 
The tibia and fibula are sawed just proximal 
the articular cartilage, and the heavy skin the 
heel secured over the end. 


The Syme amputation carried out through 
cancellous bone, which requisite end-bear- 
ing. Also, covered heavy skin. The patient 
can walk directly it, which avoids the use 
crutches around the house when the prosthesis 
has been removed. 


The mechanical ankle closely reproduces the 
normal long the patient walks level 
ground. The Syme amputation stump durable 
and the prosthesis functionally very satisfac- 
tory. However, the Syme has one important dis- 
advantage. The prosthesis bulky, and from 
cosmetic viewpoint unsightly. would 
well avoid Syme amputation girl who 
values trim ankle. 


LEG 


Amputations below the knee have given very 
gratifying results, the reason being that the foot 
and the ankle joint can much more nearly re- 
produced mechanically than can the knee joint. 


The weight carried the tibial condyles 
side-bearing type prosthesis, and the stump 
serves merely lever which manipulates the 
artificial leg. The important muscles are the quad- 
riceps and the hamstrings, which insert into the 
proximal end the tibia. The muscles which are 
severed the amputation are longer func- 
tional; consequently, there advantage 
long stump. the other hand, too short stump 
will lifted out the bucket the prosthesis 
the hamstrings when the knee flexed. About 
inches tibial length optimum. 

performing amputation below the knee, 
the anterior flap laid out longer than the pos- 
terior, that the resulting scar will lie posterior 
the end the tibia. other amputation 
stumps, desirable cover the end of. the 
stump fascia well skin. The fascia 
cannot incorporated with the anterior flap, 
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blends with the periosteum over the crest 
the tibia. However, long flap the posterior 
fascia can used cover the end the stump, 
and the long anterior flap skin can closed 
outside like double-breasted coat. This maneu- 
ver will prevent the exposed ends the muscles 
from becoming adherent the skin. 


After the flaps have been dissected back, the 
tibia and fibula are sawed through the pre- 
viously designated point. The fibula subse- 
quently shortened additional inches. The 
muscles are severed the same level the tibia 
and are beveled posteriorly. The large blood ves- 
sels are secured and the tourniquet removed. The 
nerves are gently drawn down, severed, and 
allowed retract into the soft tissues. nerve 
that becomes adherent the scar the end 
stump apt become painful. The crest the 
tibia beveled give well rounded stump, and 
the flaps are closed. The fibula contributes the 
resilience the stump and should retained. 


During the war, every effort was made pre- 
serve the knee joint, the best mechanical knee 
cannot approach the human knee functional 
perfection. Where the amputation has 
carried out through the cancellous bone the 
upper tibia, desirable obtain partially 
end-bearing stump. The very short fibula re- 
moved, tends become abducted and punch 
into the skin weightbearing. all pos- 
sible, the end the stump covered intact 
skin and the scar falls well posterior. short 
stump, partial end-bearing helps keep the stump 
the bucket when the knee flexed. 


GRITTI-STOKES 


obtain end-bearing stump necessary 
perform the amputation through the cancellous 
bone the distal end the femur. the classi- 
cal Gritti-Stokes amputation the patella placed 
the end the femur. the modification 
this operation the patella removed its 
capsule placed over the end the femur. 
young men military age, usually preferable 
use the patella. 


performing the Gritti-Stokes amputation, 
its modification, long anterior flap laid out, 
the incision crossing the mid-line over the inser- 
tion the infra-patellar tendon. This incision 
carried down into the knee joint, and the patella 
included the flap. The posterior incision 
crosses the mid-line one centimeter distal the 
popliteal fold and carried down through the 
fascia. The popliteal vessels are secured and the 
femur sawed through the flare the condyles. 
The posterior half the patella removed, and 
the patella secured onto the end the femur 
ligatures through drill prevent side 
slipping. The infra-patellar tendon sutured 
the posterior fascia prevent the patella from 
tipping when the quadriceps muscles resume 
their pull. The resulting stump preserves maxi- 
mum the musculature the thigh and, there- 
fore, strong and mobile. provides complete 
end-bearing and well regarded the patients. 
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not well regarded the limb-makers, 
mechanical knee, and the prosthesis has 
made with hinges the sides. Patients with 
Gritti-Stokes amputation walk very satisfactorily 
and can bear weight their stumps indefinitely. 


THIGH 


Amputations through the thigh present special 
problems. The stump not only serves lever, 
but the muscles intrinsic the stump motivate 
it. Consequently, the higher the amputation the 
greater the loss musculature and the weaker 
the stump will be. This particularly true the 
power adduction, and the reason readily 
apparent when one considers that the adductor 
muscles insert the femur all the way down 
the adductor tubercle. 


The longer the thigh stump, the better that 
patient will walk. is, however, necessary re- 
move the distal four inches the femur order 
allow room for the housing the mechanical 
knee. The site election amputation 
through the thigh is, therefore, four inches 
proximal the knee joint. 


performing amputation through the thigh, 
the anterior flap laid out longer than the pos- 
terior that the resulting scar will not lie directly 
off the end the femur. The fascia included 
the flaps. The femur and the muscles are severed 
one plane. The stump covered fascia and 
skin, which are sutured separate layers: The 
interposition the fascia prevents the skin from 
becoming adherent the exposed ends the 
bone and muscles. Postoperatively, flexion con- 


Maternal, Fetal and 


Morton, 


this group consider the end-results which 
have been accomplished the field Obstetrics 
the last ten fifteen years, examine the 
causes for these accomplishments, and con- 
sider what ways even better results might 
achieved. The object the procedures which 
are carried out the care prospective 
mothers, their deliveries, and the care 
their newborn children afford the greatest 
possible assurance that avoidable complications 
will reduced the minimum, that many 
mothers possible will carried through their 
pregnancies safely, and that their newborn chil- 
dren will treated skilfully that the neonatal 
death rate will brought near possible 
the irreducible minimum inevitably fatal con- 


address. Read before the Section Ob- 
stetrics and Gynecology at the Seventy-fifth Annual Ses- 
sion the California Medical Association, Los Angeles, 
May 7-10, 1946. 
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neutral position during the healing. Exercises are 
instituted strengthen and increase the range 
motion the stump. 


FOREARM 


Much has been written about the present day 
artificial arms, and there certainly great room 
for improvement. However, the sense touch, 
which important the natural hand, cannot 
imparted any artificial hand. Also, the hand 
much more delicate mechanism than the foot 
and proportionately more difficult replace. 

One advance was made near the end the war 
amputations through the forearm. Prostheses 
were devised which utilized pronation 
tion. Amputation surgery has been modified 
meet this development. The pronator quadratus 
muscle preserved, together with the distal 
articulation between the radius and the ulna. 
order taper the stump that the prosthesis 
can fitted over the end, advisable 
remove the styloid process the ulna and 
bevel the lateral flare the radius. also well 
remove the articular cartilage from the end 
the radius. Such stump will rather long but 
will preserve the full function pronation and 
supination. 

double arm amputee will become highly pro- 
ficient the use his artificial arms through 
sheer necessity. arm amputee will, how- 
ever require considerable training develop re- 
liance his prosthesis, and lacking that train- 
ing, will apt discard his artificial arm. 

10667 Riverside Drive. 


Neonatal 


M.D., San Francisco 


ditions. With regard maternal mortality, 
which the measure the efficiency our 
efforts obstetrics, this country occupied 
rather unenviable position until recent years. 
The United States was far down the list with 
respect its maternal mortality rate. (Table 1.) 


United States and Certain Foreign Countries (1932) 


Maternal Deaths Per 


Country 10,000 Live Births 


Norway 

Scotland 
Sweden 


30 
30 


July, 1946 


However, within the last ten years the rate has 
been constantly dropping perfectly remark- 
able fashion. The accompanying table shows 
this drop graphically. (Table 2.) Happily, the- 
California maternal mortality rate has kept pace 
with this general improvement—and indeed Cal- 
ifornia’s rate now much lower than the general 
average for the nation and better than that for 
all except other states. (Table 3.) Likewise 
the infant mortality rate has been constantly 
dropping. (Table 4.) Indeed, much the in- 
crease the average span life—so widely 
heralded these days—is due the elimination 
many the infant deaths which formerly 
occurred. 

While all the reasons for this improvement 
results are not entirely clear, some them 
are fairly certain. Discussion them might well 
prove profitable because their implications 
with regard the maintenance our present 
high standards and also with regard future 
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Mortality—By States (1943) 
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opinion the most important factor 
the drop the maternal mortality rate, and 
probably also the fetal and neonatal rates, 
education. More specifically refer the pres- 
ent system educating doctors after they have 
graduated from medical school, the modern sys- 
tem resident Within the last twenty 
years there has gradually grown most 
our medical schools, and many first-class hos- 
pitals not associated with medical schools, 
system resident training the various 
branches medicine. This training involves 
specialization early one’s career, under the 
guidance first-class men. Not infrequently 
four, five, even seven years are necessary 
complete the training. The men turned out are 
truly finished products. This not say that 
superior men are not produced other ways, 
but contention that this system, 
overall policy, has resulted more well-trained 
men being turned out than any other system 
could produce. This has gradually had its effect, 
not only with regard the brand medicine 
practiced the individual men themselves, but 
also with regard the influence these men have 
had upon the type medicine practiced about 
them. this way there has been gradual ele- 
vation standards. The place the well- 
qualified specialist has become recognized the 
community, and there has grown demand 
for the type knowledge which represents. 
For instance, the obstetrical field now 
the policy many hospitals not permit 
Cesarean sections without consultation with duly 
qualified specialists. Many hospitals even fur- 
ther than this. such policies these which 
have been established because the presence 
well-qualified men the community. 


The various specialty boards are reflection 
the recognition the need for proper quali- 
fication the various branches medicine. The 
specialty boards might also cited cause 
for our present improved mortality rates. The 
mere possession board certificate is, 
course, very little importance such; what 
important the qualifications which they de- 
mand, young graduates medicine 
are seeking more and more. The modern resi- 
dent the field obstetrics, pediatrics, the 
two fields medicine with which are con- 
cerned today, has been well grounded the basic 
pathology his particular branch medicine; 
has received careful and extensive tutorial in- 
struction the management the common 
clinical problems which are likely encoun- 
tered everyday practice, well the 
majority the complications seen his 
branch medicine. Perhaps even more impor- 
tant, has had opportunity shouldering 
the responsibility for the care patients, and 
carrying out ‘the actual procedures involved 
their care. well known, course, that the 
men have been given the opportunity do. 
there any wonder then that the influence such 
training beginning felt? Unfortunately, 
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the war played hob with the resident system, 
that the various special branches 
medicine was usually interrupted call 
military service long before the individual 
men had completed their services. Possibly this 
was necessary. Nevertheless, devoutly 
hoped that speedy return the resident 
system training can realized now that the 
war over. 


corollary this type education, there 
has grown widespread interest improved 
maternity care and the whole subject the 
preventability maternal mortality. Studies 
have been made which have pointed out val- 
uable lessons. Many hospitals have learned 
review their results—and consequence more 
frequent and competent consultation has been 
demanded when operative have been 
contemplated. These factors have unquestionably 
had desirable effect upon maternal and fetal 
mortality rates. The worst obstetrical results 
have been obtained those hospitals which 
poor records were kept, staff meetings 
were infrequent, and consultations were not de- 
manded. While such institutions are becoming 
there still much room for improve- 
ment this respect. 


Another potent factor the reduction ma- 
ternal mortality has been the introduction the 
sulfonamides and penicillin into the practice 
medicine. Infection has always been, and still 
remains, the most important single cause ma- 
ternal deaths. think that there little doubt 
that modern chemotherapy gradually reducing 
both maternal and fetal mortality from infection. 
not the form spectacular results that 
this has been accomplished, for still see 
cases full blown infections which are affected 
not whit these agents, but the sphere 
the prevention serious infection that the 
sulfonamides and penicillin have been special 
value. hoped that this value will 
felt more and more these agents are more 
widely and skilfully used. has been shown, 
for example, that penicillin given the mother 
transmitted through the placenta the fetus. 
Its more widespread use prolonged labors, 
after premature rupture the membranes, 
where definite infection exists the birth canal 
may well prevent many fetal death well 
serious maternal complication. 

third important factor the reduction 
maternal mortality the more widespread use 
blood combating shock and replacing 
blood loss. Shock and hemorrhage have been 
among the foremost causes death—yet has 
been abundantly shown that death has rarely 
resulted from these causes proper preparations 
have been made for transfusion wherever 
critical situation has existed, and wherever trans- 
fusions have actually been carried out before 
extreme states exsanguination shock have 
been reached. Timely transfusion has done much 
reduce the mortality such conditions 
ruptured ectopic pregnancy, placenta previa, and 
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postpartum hemorrhage—to say nothing its 
value combating the infection which often 
follows severe blood loss. The modern blood 
are playing now, and are going play 
the future, large role the prevention 
maternal deaths. 

There are many factors responsible for the 
reduction fetal and neonatal mortality; more 
adequate antenatal care with all that implies, 
especially the better management the toxemias 
pregnancy, the more careful use oper- 
ative vaginal delivery, better appreciation 
the dangers analgesia, better methods re- 
suscitation, and perhaps most important all, 
better appreciation the problems the first 
few weeks life. The latter can probably 
ascribed largely the resident system train- 
ing which have already discussed. The largest 
single cause neonatal mortality prematurity. 
While the more skilful use oxygen, the main- 
tenance body temperature through the use 
incubators and properly heated nurseries, the 
maintenance fluid balance, and the use 
blood have done much reduce neonatal mor- 
tality premature infants, there still remains 
much accomplished here, not only the 
prevention prematurity but also its man- 
agement. 

have reviewed briefly for you what con- 
sider the most important factors the 
rather remarkable improvement maternal and 
fetal mortality which has occurred the last 
ten years. Without doubt there are other factors 
involved, some which are obvious, and others 
which are yet quite obscure. Should we, 
now, congratulate ourselves and rest our 
laurels? The answer, course, no. What 
then are the problems for the future? Just 
where should attack? not wish today 
becloud the issue with nebulous suggestions, but 
rather discuss briefly the more outstanding 
issues. 

First all would seem the greatest im- 
portance continue the development the 
resident system which has already done much. 
Young men medicine should encouraged 
qualify themselves well their chosen fields 
and expensive program, may 
sary provide financial subsidy. Perhaps the 
various large medical foundations should en- 
couraged contribute funds for such purposes 
perhaps this the means whereby the state and 
federal governments should make their contri- 
butions the health the nation. even 
greater extension post-graduate education 
should fostered, that relatively short, prac- 
tical courses could made available all med- 
ical men who wished refresh their knowledge. 
Perhaps subsidies would needed for these pur- 
poses also. Indeed, some states already subsidize 
such programs. 

Hospital standards should elevated and 
made more uniform. This might difficult 
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achieve, though have the feeling that enough 
well qualified doctors were turned out into the 
various communities, good hospital standards 
would follow inevitably. They would have to; 
they would demanded. Such spread good 
standards, with its demand for proper consulta- 
tion, would inevitably result drop the 
incidence ill-advised and unwarranted oper- 
ative procedures, with immense saving ma- 
ternal and fetal lives. Since most infections are 
the result poorly conducted labors which 
the final event operative procedure, the 
furtherance good hospital standards with all 
that this connotes direct attack upon this 
problem. 


Possibly for the more remote smaller commu- 
nities consultation service needed. This 
should not too difficult set up. feel sure 
that the well-trained men all over the country 
would only too glad contribute period 
their time such service. 

The importance thorough and complete 
antenatal care must continue 
its virtues should publicized even more than 
present. For example, toxemia pregnancy 
responsible for one the largest proportions 
maternal and fetal mortality. the 
prevention toxemia and the circumventing 
its more serious forms that adequate and 
widespread antenatal care would prove direct 
means lowering our present mortality rate. 

The value blood transfusions must con- 


Pyelitis 


Dayton M.D., 


changes some degree 

occur the urinary tract almost all preg- 
nancies. are loss ureteral muscle 
tone, diminution ureteral peristalsis, ureteral 
dilatation and hydronephrosis. There may may 
not impairment renal function. 


These physiological changes usually begin dur- 
ing the fourth month pregnancy, are more 
marked the right side, progress rapidly during 
the fifth and sixth months pregnancy, may 
occasionally regress some degree during the 
last two months pregnancy. However, the 
physiology the urinary tract may not return 
normal until late the sixth seventh week 
after delivery. 


Since Cruveilhier 1843, first described 


tation the ureters frequent accompaniment 
pregnancy, the anatomical, physiological and 
pathological changes the urinary tract during 
gestation have been investigated considerable 


* Read before Joint Meeting of the Sections on Urology 
and Obstetrics and Gynecology at the Seventy-fifth An- 
nual Session of the California: Medical Association, Los 
Angeles, May 7-10, 1946. 
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stantly emphasized, and must seek make 
blood available wherever pregnant women are 
being cared for. More blood banks must 
established, especially for the smaller communi- 
ties. What boon this would be! This would 
direct attack upon the large segment 
maternal deaths which still occur because 
shock and hemorrhage. 


Finally, the problem prematurity must 
tackled more vigorously. are cognizant 
many the causes prematurity—such 
toxemia pregnancy and placenta previa. The 
proper management these conditions would 
much prevent many premature labors. 
other instances are still without explana- 
tion, and herein lies direct challenge inves- 
tigators this field medicine. Inevitably, 
really significant improvement this field lies 
the direction prevention, though there 
much yet learn regarding the care the 
premature newborn infant. 


this brief dissertation have attempted 
pick out those factors maternal mortality 
which are susceptible improvement, and 
point out the general principles which such 
improvement might achieved. group such 
this, all men and women interested good 
obstetrical care, can contribute much the future 
supporting these principles. Each us, 
our own communities, can accomplish great 
deal working these problems directly with 
the tools hand. 


Pregnancy* 
Stanford University Hospital 


detail and great wealth data has been com- 
piled. would mention all the 
more outstanding investigators this field, but 
must name and his associates, Hundley? 
and his co-workers and Crabtree! and his asso- 
ciates, men whom owe much our pres- 
ent day knowledge. 


Most authorities agree that there are probably 
several causative factors the production the 
urinary tract changes. There much evidence 
support the contention that the most important 
factor pressure from the pregnant uterus. The 
ureteral dilatation marked above the pelvic 
brim, whereas there rarely dilatation below the 
pelvic brim. There usually little any dilata- 
tion prior the sixteenth week pregnancy and 
during this week that the gravid uterus rises 
above the pelvic brim. further evidence, 
ureteral dilatation has been repeatedly observed 
patients with large pelvic tumors. 

Dextro rotation the uterus, cushioning the 
left ureter the sigmoid, and the fact that the 
right ureter crosses the common iliac artery 
right the left ureter crosses the left 
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common iliac artery acute angle are all 
explain the usual finding more 
marked dilatation the right ureter and renal 
pelvis. 

Evidence confirm the belief 
that endocrine changes, incident pregnancy, 
may also play part the altered physiology 
the urinary tract, Hundley, Diehl and 
have found that when non-pregnant women are 
given large doses progesterone for periods 
five weeks more, ureteral atony induced, 
similar that observed the later months 
pregnancy Intensive estrogenic medication, 
the contrary, results increased ureteral per- 
istalsis. 


Thus would seem that pressure the preg- 
nant uterus together with endocrine changes, are 
the important causative factors the production 
the physiological changes usually associated 
with pregnancy. 

The result the loss ureteral muscle tone, 
diminished ureteral peristalsis, ureteral dilatation 
and hydronephrosis, stasis the upper urinary 
tract predisposing the pregnant woman urinary 
infections. this urinary stasis superimposed 
upon pre-existing disease obstruction, con- 
genital anomalies, urinary tract calculi chronic 
infection, the possibility pregnancy compli- 
cated serious urinary tract disease greatly 
increased. 


The incidence upper urinary tract infection 
pyelitis pregnancy given various 
writers being from less than per cent more 
than per cent. our clinic service Stan- 
ford the incidence 3.7 per cent. 


CLINICAL DISEASE ENTITY 


The symptoms pyelitis pregnancy 
way differ from those any pyelitis, namely, 
lumbar back pain, flank pain, pain along the 
course one both ureters, dysuria, urinary 
frequency, chills, fever, anorexia, malaise, and 
occasionally nausea and vomiting. Not all these 


symptoms need present any one time in- 


any one case and those symptoms which are pres- 
ent may sufficiently mild permit ambulatory 
treatment, the symptoms pain, fever, chills 
and malaise may severe enough require hos- 
pitalization. 

The laboratory findings 
albuminuria, pyuria, bacteria stained urine 
sediment and positive urine cultures. Blood urea 
normal unless there has been renal damage 
might occur neglected case. 


BACTERIOLOGY 


While any bacteria may invade the urinary 
tract, the organism most commonly responsible 
for pyelitis pregnancy coli. Non-hemolytic 
streptococci and staphlococci are not uncommonly 
found. Other pathogenic bacteria are less com- 
monly found. 

All possible avenues infection must con- 
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sidered. Most writers champion either the hemat- 
ogenous route ascending infection. In- 
vasion through the lymphatics spread from 
contiguous infections have been described. 


PATHOLOGY 


The pathologic lesions noted simple pyelitis 
pregnancy range from ureteritis, pyelitis, 
infected hydronephrosis, pyelonephrosis and peri- 
renal periureteral abscess. Because the 
urinary stasis, are more difficult 
control and tend involve more tissue pyelitis 
pregnancy than pyelitis the non-pregnant 
individual. 


RADIOGRAPHIC FINDINGS 


The gross changes the urinary tract during 
pregnancy may demonstrated intravenous 
urography they may demonstrated more 
detail retrograde urograms. The usual findings 
are ureteral dilatation above the pelvic brim, dila- 
tation the renal pelvis and dilatation the 
major and minor calices. 


CASE REPORT 


primipara months preg- 
nant entered Stanford University Hospital with the 
complaint intermittent right flank pain for the previ- 
ous month. The pain had been gradually getting worse 
for the previous four five days and occasionally 
radiated into the right hip. There was mild dysuria and 
day night frequency. Nausea and vomiting had 
developed twelve hours prior entry. entry, her 
temperature was 37° pulse 76, respirations and 
blood pressure 112. The positive physical findings were 

confined the abdomen. The gravid uterus rose -18 
centimeters above the pubic symphysis. There was marked 
right costovertebral tenderness and moderate guarding 
the muscles the right flank. The clinical diagnoses 

(1) Normal intrauterine pregnancy months. 

(2) Right hydronephrosis with possible right ureteral 
obstruction. 

(3) Pyelitis pregnancy, mild. 

The positive findings urinanalysis were ten fifteen 
pus cells per high dry field. The stained smear was 
loaded with streptococci and gram-negative bacilli. 
complete blood count was within normal limits; blood 
Wassermann was negative. Excretory urograms obtained 
the day following entry (Fig. show foetal: skeleton 
diodrast appeared promptly from the left kidney outlin- 
ing unexpected finding bifid kidney. The minor 
calices both the upper and lower portion the bifid 
kidney show the normal cupping. The renal pelves are 
not dilated and the left ureter approximately normal 
size. There evidence delayed excretion the 
diodrast from the right kidney. The caliectasis the 
right kidney apparent. The second film (Fig. taken 
five minutes after the first, and thirteen minutes after 
the intravenous injection the diodrast, shows the 
dilatation the minor calices, the renal pelvis, the 
ureter, and addition, noted that there sharp 
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Fig. 1.—Excretory urogram—-Fetal skeleton. Bifid left 
kidney. Caliectasis right kidney pelvis. 


q 


j 


Fig. 2.—Excretory urogram.—Caliectasis right renal pel- 
vis. Dilatation and angulation of right ureter. 
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angulation kink the ureter its upper portion. 
should noted that the ureter dilated below the kink 
well above. seemed entirely reasonable that the 
demonstrated evidence back pressure the right 
kidney was probably the cause least some the 
pain that region. Therefore, catheter was passed 
the right renal pelvis resulting immediate flow 
urine under pressure. The catheter was left place for 
three days, during which time the patient had consider- 
able relief from the right flank pain. entry, the 
patient had been placed regime gm. sul- 
fathiazole four times daily, which was continued until 
the patient was dismissed one week after entry, which 
time urine cultures were negative and the patient was 
free right flank pain. She was instructed take .25 
gm. sulfathiazole four times daily home. Upon re- 
turn our prenatal clinic one week she stated that 
she had had only occasional mild right flank pain. 
number ureteral catheter was passed with ease the 
right kidney pelvis with the prompt escape approxi- 
mately cc. urine, indicating persistent mild 
obstruction the right ureter: 


TREATMENT 


The most important type treatment 
prophylaxsis. Preventive therapy begins the 
patient’s first visit when her past history ob- 
tained. entirely inadequate ask, 
you ever had trouble with your urinary tract?” 
Childhood urinary disturbances, urinary tract 
difficulties with previous pregnancies, and se- 
called “Honeymoon Cystitis” are readily for- 
gotten, and the patient’s memory must probed 
for such facts. Furthermore, many people ex- 
plain occasional episodes dysuria 
quency the assumption that they have “caught 
little cold their kidneys” and promptly forget 


‘it. is, therefore, mandatory that the patient 


asked specific, direct questions, using words 
phrases which she will certain comprehend, 
the physician obtain accurate, pertinent 
knowledge the urinary tract background prior 
her present pregnancy. 


the past history does reveal evidence 
previous urinary tract disease, then the minimum 
examination consists routine analysis 
specimen catherterized bladder urine, the micro- 
scopic examination stained smear, urine 
culture and intravenous urograms. Always obtain 
preliminary survey film rule out calculi. 
Furthermore, remember that, real value, 
the urine specimen from woman should ob- 
tained catheter. voided specimen may 
misleading. 

such preliminary investigation reveals 
evidence existing disease such infection, 
obstruction, anomalies calculi,.then more 
complete study mandatory. Cystoscopy, retro- 
srade studies, renal function tests and repeated 
urine cultures are indicated. 

are found intermittently the urine, 
intensive search must made for possible foci 
infection including least the teeth, tonsils, 
sinuses and the uterine cervix. Wherever possible 
such foci must eradicated. 


Any minimal urinary tract infection demands 
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eradication and every effort should made 
maintain sterile urine throughout the entire 
prenatal course, the delivery and the 
Usually this can accomplished in- 
penicillin therapy or, the organism 
not sensitive penicillin, the administration 
100 250 mg. sulfathiazole four times 
daily. This small dosage sufficient maintain 
sterile urine and date have not seen 
sulfathiazole reaction with such small daily 
dosages. 

The problems encountered when woman with 
existing renal disease becomes pregnant are well 
illustrated case recently seen. This patient 
first seen months gestation with her second 
pregnancy gave history previous urinary 
tract disturbances even though she was carefully 
interrogated. However, less than one week after 
her first visit she was awakened 3:00 o’clock 
the morning with severe right flank and right 
lower quadrant pain accompanied nausea and 
vomiting. These persisted until her 
hospital entry which time careful examina- 
tion was made rule out acute appendicitis. 
Physical examination revealed slight tenderness 
the right costovertebral angle with tenderness 
also the right lower quadrant along the course 
the right ureter. There was muscle spasm 
the abdominal wall. Pelvic examination re- 
vealed three months uterine and defi- 
nite tenderness the right parametria close 
the cervix without other evidence inflamma- 
tion. Her temperature was normal, 
blood count was within normai limits. Examina- 
tion catheterized urine specimen revealed 
moderate albuminuria, and few red blood cells 
per high dry field, with some clumping 
erythrocyte. radiographic study suggested 
right ureteral calculus. 

Intravenous urograms confirmed the impression 
stone the juxta vesicle portion the 
right ureter. Cystoscopic examination revealed 
blood and cellular debris coming from 
ous right ureteral orifice. The right ureter was 
dilated with catheters. the following morning 
the patient passed the stone spontaneously. The 
urine culture taken the time entry showed 
the presence staphlococci albus, coagulase posi- 
tive. Sulfathiazole (0.5 gm.) was given four times 
daily for five days and the urine was rendered 
sterile. The sterility the urine has been main- 
tained 250 mg. sulfathiazole four times 
daily. The importance careful observation 
this patient with repeated urine cultures through- 
out the duration her pregnancy apparent 
all. Furthermore, the end the puerperium 
thorough and careful examination the 
urinary tract definitely indicated order, 
possible, prevent serious permanent sequelae. 


AMBULATORY TREATMENT 


each office visit, the patient questioned 
regarding symptoms referable her urinary 
tract and even there has been only mild 
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dysuria urinary frequency, catheterized urine 
specimen obtained for routine analysis, stained 
smear centrifuged urinary sediment, and 
urine culture. bacteria pus cells are found 
the urine sediment, then 0.5 gm. sulfathia- 
zole prescribed four times daily until the re- 
port the urine culture received. When urine 
cultures are sent the laboratory, the bacteriolo- 
sensitivity test positive culture obtained. 
growth the organism inhibited 0.1 0.2 
units penicillin per cc. media and the 
does not respond sulfathiazole 
vivo, then 50,000 units penicillin are given 
four five times daily intramuscularly for one 
two days until the urine sterile. 

the specific bacteria are responding 
sulfathiazole therapy evidenced relief 
symptoms and sterile urine cultures, then 
prophylactic measure 0.25 gm. sulfathiazole four 
times daily continued for two four weeks. 
our experience, continued low dosage the 
sulfonamide prevents exacerhations and tends 
prevent recurrences. Throughout the 
the pregnancy, urine cultures are repeated 
least once each month and each visit the 
patient carefully questioned regarding symp- 
toms order that active therapy may re- 
instituted, indicated. 


some cases have continued, with good 
effect, 100 mg. sulfathiazole four times daily 
during the remainder the prenatal course, 
delivery, and puerperium. 


HOSPITAL THERAPY 


ambulatory therapy fails, there are re- 
peated infections there acute fulminat- 
ing pyelitis pregnancy with severe pain, 
fever (38.5°C above), vomiting, and profound 
malaise, then immediate hospitalization indi- 
cated. Here again urine cultures and penicillin 
sensitivity test will indicate the drug used. 
For sulfonamide therapy prefer sulfathiazole, 
although sulfadiazine and sulfamerazine will give 
practically the same results and are used when- 
ever there any degree sulfonamide sensi- 
tivity reaction the sulfathiazole. The dosage 
gm. every four six hours. 

The pass readily from the ma- 
ternal through the placenta into the 
foetal blood stream and blood levels the foetal 
and maternal circulation are maintained ap- 
proximately the same level. our experience, 
and the experience others, sulfonamide 
therapy, the amounts used, has proved 
way deleterious the foetus. 

The intake should amount suffi- 
cient result urinary output least 
1200-1500 cc. for each twenty-four hours. Par- 
enteral fluids are given whenever necessary 
maintain adequate fluid output. 


widely accepted that the crystallization 
sulfonamides the renal tubules can 
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oliguria, anuria, irreparable damage the renal 
parenchyma, and possibly even death. Adequate 
fluid intake and alkalinization urine are the 
two most effective measures prevent this 
serious complication sulfonamide therapy. 
Gilligan, Schwartz and others have each shown 
that sulfonamide crystals are twenty thirty 
5.0. We, therefore, give sodium bicarbonate 
quantities sufficient maintain alkaline 
urine. This usually requires 12-18 gm. bicar- 
bonate soda for each twenty-four hours. 
daily determination urinary will indicate 


the amount sodium bicarbonate maintain 


alkaline urine. Adjuvant alkali therapy 
proven value the prevention crystalluria. 

Daily urine analyses are done determine the 
urinary pH, and note the appearance sul- 
fonamide crystals and erythrocytes. complete 
blood count done every second day and par- 
ticular attention paid the hemoglobin and 
the total leucocyte count note the appearance 
progressive anemia leucopenia. either 
complication sulfonamide therapy should de- 
velop, the drug immediately discontinued and 
some other type medication, such Mandelic 
acid, resorted to. 


If, spite penicillin chemotherapy, the 
patient’s temperature remains elevated above 
38.5°C for more than five days, intravenous uro- 
grams are indicated localize the main area of. 
the urinary tract involved and the site any 
obstruction. evidence obstruction found, 
cystoscopy performed and the obstruction 
gently and progressively overcome ureteral 
dilatation with graduated bougies. Catheters are 
then inserted each renal pelvis, P.S.P. 
indigo carmine test done determine renal 
function. Retrograde pyelograms 
Urine specimens are obtained from each kidney 
for culture and catheter left the obstructed 
side for three four days, during which time 
the catheter irrigated every two hours with 
cc. 0.8 per cent solution sulfanil- 


amide normal saline maintain catheter 
drainage. 


Under this regime have never found nec- 
essary interrupt pregnancy because fail- 
ure the pyelitis pregnancy respond 
treatment. However, such therapeutic regime 


should fail, termination pregnancy must 
seriously considered. 


TREATMENT DURING LABOR AND THE 
PUERPERIUM 


the onset labor, all patients with existing 
urinary tract infection, those who have had 
recurrent antepartum urinary infections, should 
namide therapy. Following delivery and during 
the puerperium, the patient should continued 
penicillin sulfonamide therapy and bladder 
distention should combated the installation 
20-30 cc. 0.5 per cent mercurochrome 
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into the bladder shortly after delivery, this 
fails other measures must instigated. We, 
Stanford, have been favorably impressed the 
effectiveness furmethide which increases the 
bladder muscle tone, and thus overcomes the 
atony not infrequently seen during the early puer- 
perium. retension catheter the bladder may 
used last resort. the time dismissal 
from the hospital, such patients should 
structed take 0.25 gm. sulpathiazole four 
times daily for one two weeks for prophylac- 
tic measure. 


TERMINATION PREGNANCY 


considering the question termination 
pregnancy, the following factors must care- 
fully evaluated. 


Failure the infection respond ade- 
quate therapy indicated persistent high 
fever, and positive urine cultures. 


The amount existing renal damage 
the amount renal damage that can antici- 
expected. 


Impairment renal function shown 
intravenous pyelograms, P.S.P. test, indigo car- 
mine excretion, elevated blood urea. 


acute pyelitis pregnancy, superim- 
posed upon impaired renal function. 


Duration the pregnancy. 


Since most pyelitis pregnancy develops dur- 
ing the second third trimesters pregnancy, 
will ordinarily necessary terminate preg- 
nancy vaginal abdominal hysterotomy. 
Unless there evidence severe renal damage 
and impairment renal function, sterilization 
not indicated. With the now available sulfo- 
namide and penicillin therapy, and with the rec- 
ognition the importance correcting urinary 
stasis pyelitis pregnancy, the prognosis 
general has been greatly improved, and 
rare indeed that termination pregnancy 
indicated. 


METHODS DELIVERY TERM 


The importance maintaining penicillin 
chemotherapy during labor and delivery has 
already been mentioned. Dehydration, which may 
occur during the course labor, must com- 
bated intravenous infusions necessary. 
the time delivery, bladder trauma should 
minimized the use caudal analgesia which 
results relaxation the soft tissues the 
birth canal, and adequate early episiotomy and 
forceps should used shorten the duration 
the second stage labor. 


SEQUELAE AND FURTHER PREGNANCIES 


Prior sulfonamide and penicillin therapy 
per cent cases pyelitis pregnancy re- 
sulted permanent damage the urinary tract. 
The most common sequelae 


pyuria, hydroureter, hydronephrosis, ureteral 


v 
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stricture and the resultant urinary stasis. Less 
common sequelae were urinary calculi and ar- 
terial hypertension. yet there insufficient 
data indicate whether the high incidence 
pathologic sequelae has been reduced modern 
penicillin and chemotherapy. 

Urine cultures should taken within four 
six weeks after delivery and bacteriuria 
present, penicillin chemotherapy must again 
resorted and the course the infection fol- 
lowed repeated urine cultures. After the 
infection has been controlled, the infec- 
tion persists spite treatment, complete 
investigation the urinary tract should done. 
This should include intravenous urograms, cys- 
toscopy, ureteral catherization and calibration, 
retrograde urograms and renal function deter- 
mination. Every effort should made clear 
all existing pathological lesions soon 
discovered and further pregnancy should dis- 
couraged until the urinary tract free from 
infection and anatomically 
normal. 


SUMMARY 


The physiological changes the urinary tract 
during pregnancy are loss muscle tone. dimi- 
nution ureteral peristalsis, ureteral dilatation 
and hydronephrosis. The result these changes 
stasis, predisposing the upper urinary tract 
infection. Pre-existing urinary tract disease in- 
creases the possibility complications during 
pregnancy. 
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Preventive therapy utmost importance. 
date, the most effective bactericidal drugs 
are penicillin and the sulfonamides. drug 
therapy fails, there history pre-existing 
renal disease the symptomatology un- 
usual, cystoscopy, retrograde studies, differential 
cultures, and pyelograms are indicated. 

Sterility the urine must obtained, and 
then, possible, maintained throughout the re- 
mainder gestation, and delivery 
puerperium. 

the infection cannot brought under con- 
trol, termination the pregnancy must 
considered. 

After delivery persistent infection and residual 
pathologic lesions the urinary tract must 
eradicated before further pregnancies are un- 
dertaken. 
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MEDICAL EPONYM 


Disease 


Dr. Augusto Pellegrini, while assistant Burci’s 
surgical clinic Florence, described “Ossificazione trau- 
matica del legamento collaterale tibiale dell’articolazione 
del ginocchio sinistro [Traumatic Ossification the 
Ligamentum Collaterale Tibiale the Left Knee Joint]” 
Clinica Moderna (11:433-439, 1905). portion 
the translation follows: 


“The ossification that had the opportunity study- 
ing developed the ligamentum collaterale tibiale the 
knee following injury. exhibits many similarities, 
both etiology and pathogenesis well its course, 
the traumatic ossifications muscle that are more 
commonly termed traumatic muscular 

Professor Alfred Stieda (b. 1869), re- 
ported “Ueber eine typische Verletzung unteren Fe- 
murende [Concerning Typical Injury the Lower Ex- 
tremity the Femur]” connection with demonstra- 
tion the Third Congress the Deutsche 
sellschaft Berlin 1907. This report appears 
Archw fiir klinische Chirurgie 1908). 
portion the translation follows: 

“Anyone who works over rather large number 
surgical x-ray films must struck the occurrence 
small bone shadow pictures knee injuries, which 


dorso-ventral films typically found the tibial side, 
near the transition from diaphysis internal condyle 
the femur. This shadow lies close the inner condyle 
the femur, but clearly separated from trans- 
lucent zone. 

“The position the shadow, which almost exactly 
similar all films, forthright evidence that this 
always the same bit bone, which has been broken off 
external force torn off the pull attached 
structure, tendon muscle.” 

Alban (b. 1874), Wiesbaden, his book 
Die normale und pathologische Anatomie des Hiift- 
gelenkes und Oberschenkels réntgenographischer Dar- 
stellung [Normal and Pathological Anatomy the Hip 
and Femur Shown X-rays] (Hamburg, 1905). 
describes Plate vii, Figure (page 140), follows: 

the upper part the external condyle the juncture 
with the shaft, the soft-tissue shadow, [is] small, 
smooth, dark shadow that can only interpreted 
ossification connective tissue.” 

above-quoted article—R.W.B. The New England 
Journal Medicine. 


“Entered as second-class matter at the post office at San Francisco, under the Act of March 3, 1879.” Acceptance for mailing at 
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EDITORIALS 


EDITORIAL ANNOUNCEMENT 


this issue the official journal the 
California Medical Association takes new 
narne and enters new era. Many things about 
CALIFORNIA MEDICINE besides the name are new. 
There new cover, distinctive for California. 
There are several new sections. The print used 
for scientific articles has been increased size. 
The arrangement articles, editorials and offi- 
cial reports has been strikingly altered. And 
finally, sincere effort being made encour- 
age high scientific standards and have 
FORNIA MEDICINE reflect the best medicine 
the State. 

Perhaps little explanation order. The 
California State Journal Medicine, which first 
appeared November, 1902, took the place 
the annual volume Transactions the Medi- 
cal Society the State California, first pub- 
lished 1871; then turn the name was 
changed California and Western Medicine 
March, 1924, when the journal became the official 
journal not only the California Medical Asso- 
ciation, but also the Nevada and Utah Medical 
Associations. 

Now that this publication the official journal 
the California Medical Association only, 
proper that should bear appropriate 
name having been 
selected the Executive Committee the Edi- 
torial Board and approved the Council. 

addition much larger section orig- 
inal and scientific articles, CALIFORNIA MEDICINE 
will present the past, editorials and reports 
the official activities the California Medical 
Association. New departments will include: (1) 
monthly Clinical-Pathological Conference, pre- 
senting cases widespread (2) Med- 
ical Progress department, which will feature au- 
thoritative interpretative reviews the recent 
developments specific field; (3) Clinical 
Conference section which will present clinical 
discussions cases, with emphasis 


(4) section News and Notes which will 
emphasized events interest throughout the 
State; (5) “Letters the Editor,” section 
devoted short comments happenings 
interest physicians the State and con- 
structive critical comments controversial 
issues; (6) larger and more prominent Book 
Review section, presenting reviews which are 
factual and interpretative and, finally, (7) sec- 
tion the lighter vein—Antispasmodics. 

these sections, and particularly those 
News and Notes, Letters the Editor and Anti- 
spasmodics, all members the California Med- 
ical Association are asked contribute. 

Most important, however, the need for scien- 
tific contributions high order. With State 
Medical Association nearly 8,000, with four 
and soon five medical schools and with many 
outstanding physicians, hospitals, research insti- 
tutes, clinics, universities and governmental insti- 
tutions and agencies, there is‘ample good material 
more than fill monthly medical journal the 
get the editor’s desk. 

hoped that each member the California 
Medical Association will take upon himself 
personally see that the best this material 
submitted CALIFORNIA The advan- 
tages publishing material the journal in- 
clude: presentation large audience; appear- 
ance medical journal high degree, and 
prompt publication. 

California growing rapidly. the med- 
ical profession the State growing 
the hope the editor that this journal 
will reflected the best scientific medicine 
this period rapid expansion and sound devel- 
opment. further hoped that every member 
the California Medical Association will make 
sincere effort aid the Editorial Board 
CALIFORNIA MEDICINE producing medical 
journal which all may proud. 
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Section the Vagus Nerves the 
Treatment Peptie Uleer 


new method postulated for the treat- 

ment peptic ulcer, particularly when 
involves new operation, immediately arouses 
the skeptics. All too frequently the hopes 
countless sufferers from peptic ulcer have been 
quently the light experience. Now comes 
entirely new surgical approach this difficult 
problem—namely, section the vagus nerves 
the stomach. Because the relative ease and 
safety with which the operation can 
formed, the absence significant severe 
complications (except immediate acute gastric 
retention) and the apparent excellent results 
which have followed it, this new procedure de- 
serves careful consideration. 

has pointed out that the excessive 
secretory response the gastric glands ulcer 
patients the stimulus food, and the greatly 
exaggerated continuous gastric secretion, both 
which are probably highly significant the 
pathogenesis ulcer, probably are due in- 
creased secretory tonus irritability the 
vagus nerves. The presence gastric secretory 
and motor fibres the vagi and the large volume 
experimental and clinical evidence indicating 
the crucial importance gastric juice the 
genesis ulcer were among the factors which 
led him and his associates undertake the pro- 
cedure complete vagus section ulcer patients. 

What are the results? excellent sympo- 
sium this subject recent meeting the 
American Gastro-Enterological Association, there 
were reports good results the operation 
from three medical centers. reporting 
cases operated upon Dragstedt and his 
associates the University Chicago, noted 
failures relieve ulcer symptoms heal 
the ulcer. The longest interval was three vears. 
Duke University reported that Grim- 
son his series cases had excellent results 
with immediate and complete relief 
Chester the Massachusetts General 
Hospital noted that cases (one-third 
ulcers and two-thirds intractable 
cers) there was healing the ulcers, relief 
period. These results sound fantastic, but 
should recalled that they were reported 
medical men and not surgeons and that all 
the men reporting them are distinguished and 
conservative gastroenterologists. 

How does the operation work? the effect 
decreased gastric secretion? decreased gas- 
tric motility significant factor? the section 
sensory nerve fibres carrying pain impulses 
the vagus nerves factor? The answers 
these questions are not clear, but appears that 
there are striking decreases motor activity 
the stomach postoperatively, and that the cephalic 


phase the gastric secretion abolished the 
vagotomy complete. While the latter fact 
doesn’t alter the response the gastric mucosa 
stimulation with histamine, does reduce the 
volumes night secretion gastric juice 
patients with ulcer. 

Are there any complications? Dragstedt has 
pointed out that intercostal pain persisting for 
several weeks and probably due the trauma 
theracotomy the most annoyihg complica- 
tion. Another significant one disturbance 
gastric motility, which occurs immediately 
some patients and has occasionally produced gas- 
tric atony and dilatation such degree war- 
rant pyloroplasty short-circuiting operation. 
Patients often have fullness after meals for some 
months postoperatively, there may mild diar- 
rhea and constipation usually cured. 

Upon what types ulcer patients should the 
operation attempted? almost universally 
agreed that patients with intractable duodenal 
ulcers and those with recurring marginal 
(jejunal) ulcers are best suited for this opera- 
tion. Until more experience has been gained, 
would appear wise not use the operation 
routinely for the treatment ulcer. Psychoneu- 
rotic patients have not been relieved their 
symptoms this operative method. 

Naturally all the problems raised this dis- 
cussion cannot answered. 
are the opinion that the operation should 
done association with gastric resection, under 
which circumstances the vagotomy done infra- 
diaphragmatically, achlorhydria often attained 
and the possibility serious gastric dilatation 
avoided. Other surgeons consider that the supra- 
diaphragmatic approach essential one 
completely divide all the fibres the vagus 
nerves. this connection, has shown 
that all the vagus fibres are sectioned, the 
insulin test will reveal absence any cephalic 
phase gastric secretion. 

Naturally, the results this procedure the 
face the experiences just mentioned, look ex- 
tremely hopeful. Healthy conservatism 
fied, however, until experiences with are wider 
and have existed longer. But, for those unfor- 
tunate victims intractable ulcers, and particu- 
larly those with recurrent postoperative bleeding 
and painful ulcers, there again new hope 
the horizon. 
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EDITORIAL 


MEDICINE THE AIR 


For the first time its history the California 
Medical Association has gone into radio. The 
“California Caravan” series has already made 
auspicious start and planned continue for 
fifty-two weeks. 

Comment from outside the medical profession 
attests the wisdom such program. For one 
thing, the old shackles “no advertising” the 
medical profession have been broken; the ban 
decision, but the joint effort all members 
the C.M.A. sponsoring commercial radio 
program kind generally favored doctors 
medicine has met with cheer from many 
members the association, public relations offi- 
cials, newspaper publishers and radio station op- 
erators alike. The newspapers California are 
already the C.M.A. schedule for space ad- 
vertise the Voluntary Health Insurance Weeks 
throughout the the addition radio pro- 
gram proves that the C.M.A. means business 
boosting the voluntary forms 
surance. 

“California Caravan” was selected the As- 
sociation’s radio expression the basis nu- 
merous factors. Among them were the entertain- 
ment value dramatized program which bids 


for audience attention from all age groups, the 
possibility honoring numerous localities 
reenacting scenes from the history the various 
areas large state, and the availability 
wealth historical material from which draw. 

the weeks come this program will shift 
its locale from one area another. The antiquity 
San Diego was honored the initial broad- 
cast; there remain all the mountain, valley and 
coastal regions, all rich with historical lore and 
many them with previous coverage pro- 
grams this character. Your own county 
your own community will the scene one 
these programs. 

For enjoyable entertainment, recommend 
“California Caravan.” For public service like- 
wise recommend it. The ultimate appraisal will 
come, course, from the public. the months 
come the listening habits the public will 
determine the real value this approach pub- 
lic relations; the planning the program has 
this one objective mind. The problem 
gain audience; the objective tell suit- 
able story interesting fashion and thus 
let the public our planning for the spread 
voluntary prepaid medical services. 
lieve “California Caravan” among the answers. 


Clinical-Pathological Conference 


PRESENTATION 


43-year-old white female, native Tennes- 
see and long-time habitue the Los Angeles County 
Hospital because diabetic problems, entered the hos- 
pital October 1939, with the following complaints 
(1) aching “from head foot”; (2) chills and fever. 
The chills and fever usvally occurred night, which 
time the temperature would rise 100 101 Her 
diabetes had been well controlled since her last entry 
the hospital August, 


Physical Examination: Temperature was 99.4; pulse, 
100; respiration, 24; blood pressure, 140/78. The patient 
was very obese, did not appear acutely ill, and there were 
positive findings examination the abdomen and 
thorax. Although she complained once having chill, 
this was not observed any the staff. 


Laboratory Examination: Carbon dioxide combining 
power was volumes per cent. Blood Wassermann was 
negative. Blood sugar varied between 182 and 220 mg. 
per 100 cc. blood. 

The diabetes was well controlled 30-40-30 units 
insulin. The patient left the hospital after four 

ays. 


Past History: Previous her entry with chills and 
fever October 1939, the patient had been the 
county hospital many times beginning 1936 because 


*Taken from the Clinical-Pathological Conference, 
Seventy-fifth Annual Session the Medical 
Association, Los Angeles, May 7-10, 1946 


diabetes and variovs complications such 
carbuncles, pyelitis, and dental caries. The patient had 
been concert singer and had traveled widely the 
United States and Europe. For period from 1933 
1935 she had been drug addict. 


Subsequent Course. 


October 18th: The patient returned the hospital be- 
cause nausea and pain the upper abdomen. The pain 
the upper abdomen was colicky type and radiated 
through the back. There was vomiting jaundice. 
The fever and chills had continued. this entry the 
temperature varied between 100 and 104 for six days, 
then came down between 98.6 and 99.6. 


physical examination there was tenderness and 
palpable mass the right upper quadrant. The size and 
shape the mass were difficult determine because 
the patient’s obesity. findings were noted elsewhere. 


The laboratory findings included 
which failed show any dye concentration the gall 
bladder. X-ray the chest showed bilaterial elevation 
the diaphragm and diffuse thickening both lungs, 
suggestive bronchopneumonia. spite the high 
diaphragm, the lower border the liver was noted 
quite low the x-ray. Agglutination tests for ty- 
phoid, tularemia, and Brucella were negative. The icterus 
index was Repeated leukocyte counts were done, which 
varied between 6,300 and 7,000, with polys per 
cent. 


Gall bladder surgery was advised. The patient refused 
and left the hospital October 28th. 


omit. 


« 
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November 11th: Patient returned the hospital be- 
cause the same symptoms except, addition, there 
was pain over the urinary bladder and frequency 
urination. examination the urine contained many pus 
cells and bacteria. This was treated and controlled with 
urinary antiseptics. this time definitely enlarged 
liver was palpatated physical examination. The right 
upper quadrant tenderness had persisted. The white blood 
count was 4,150 with per cent polys. Hemoglobin was 
per cent. The patient left the hospital December 
7th. During the entire stay there was daily fever 
varying from 101. 

December 16th: The patient returned again the same 
condition except that she had begun vomit occasion- 
ally. The leukocyte count remained around 5,200. Icterus 
index was Nonprotein nitrogen was 37. Blood amylase 
was normal. Nothing was noted retrograde pyelo- 
grams. barium meal revealed changes the stom- 
ach. There was still bilateral thickening the broncho- 
vascular tree fluoroscopy. The electrocardiogram 
showed sinus tachycardia. The diabetes 
controlled. 

February 18, 1940: The last entry was February 
18, 1940, which time she complained accentuation 
her former symptoms. examination this time 
she appeared acute distress. There was consid- 
erable cough but rales were heard the chest. The 
liver was enormously enlarged, down the iliac crest, 
and tender. Likewise the spleen was now palpable. There 
was evidence ascites. The blood pressure was 
rather changeable. would high 180/100 one 
day and 110/70 the next. 

Laboratory findings included white blood count 
8,500 with per cent polys and red blood count 
4,900,000. Serum albumin was 2.7, serum globulin 2.3 gm. 
per 100 cc. blood, and serum cholesterol was 217. The 
temperature would swing from 98.6 102. The patient 
was considered have gall bladder disease and Feb- 
ruary 22nd she was operated upon but expired surgery. 


Discussion CLINICIAN 


Dr. VERNE Mason*: The history may denuded 
its bare essentials follows: 


October, 1939, the patient complained chills and 
fever and night her temperature went 100 101°. 
Nothing significant was made out examination. Soon 
she had colicky pain the upper right quadrant asso- 
ciated with chills and fever. mass, probably the liver, 
was felt the right upper quadrant. There was never 
jaundice. 

November 11, were fever and chills and 
the liver was larger. The WBC count was 4,150. 


December 16, 1939—same fever. 


February 18, 1940—fever continued; pain the right 
upper quadrant, with fever 102. Liver very large. 
Spleen now palpable (patient very obese). 

Patient died during operation for gall bladder disease. 

Reduced simpler terms, this patient had sub-acute 
febrile disease associated with severe pain the upper 
abdomen and enlargement and spleen with 
leukopenia but without jaundice. 


The diagnosis, least good guess, must made 
exclusion since nothing the history examinations 
makes positive diagnosis. shall exclude few common 
conditions. 


Cirrhosis either Laennec’s Hanot’s type 
excluded. 


Clinical Professor Medicine, University Southern 
California School of Medicine. 
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Gall bladder disease and its complications are ex- 
cluded. 

Amyloidosis excluded. 

Pylephlebitis probably excluded. 

are left with the following possibilities: 

She had metastatic carcinoma the spleen and 
liver. rather rare occurrence. 

She may have had_ lymphoma with without 
leuchemia. 


She may very well have had Hodgkin’s disease. 

She may have had tuberculosis the liver and 
spleen. Tuberculosis the liver excessively rare 
disease have, but tuberculosis the spleen not 
rare; but have both would almost out the 
question, one could practically exclude that. 


She could have had granuloma the liver and 
spleen. 


She might have had primary carcinoma the 
liver with cirrhosis. That not unusual event. 


She might possibly have had periarteritis nodosa. 


You can from there far you want and 
probably name others. 


There are other methods approaching this history. 
The history was written individual who knew the 
diagnosis. stressed the point that the patient was 
native Tennessee and had traveled widely, which may 
importance. repeated that the diabetes was 
under control. did not state what was found gall 
bladder and assume nothing was found. 


Either the patient had very rare disease common 
disease with unusual manifestations. assume the dis- 
ease was rare. stated that the blood pressure fluctu- 
ated. Therefore, means other than scientific one would 
guess the patient had some disease affecting spleen, liver 
and adrenal. 

those, there are two that are possible. One would 
hypernephroma, and the other would some 
fungus infection, some granuloma the liver and spleen. 
Since the patient was native was 
distinctly take for granted this had 
probably histoplasmosis. 

Now, the confession have make. arrived 
conclusion after studying this case. Then suddenly 
dawned that this history sounded familiar, and 
had known the history before. Also, about that time 
some one friends came along who had read this 
history and said knew what the patient had, and gave 
her history. had been published the Journal 
Pathology. So, perfectly willing make the con- 
fession that know what this person had. didn’t say 
anything about and let this time because 
the tremendous interest that there this disease. 


PATHOLOGIST 


Dr. Mason. asked many the residents for the past 
several years had seen this case, and only yesterday 
one them said that thought Dr. Mason had seen it. 

believe the credit for the correct diagnosis this 
case belongs Dr. Walter Martin, one our residents, 
who took the trouble down the Coroner’s office 
and get the sections for further study. 


The patient had liver which weighed thirty-four 
hundred grams, very finely pitted appearance. The 
spleen weighed thirteen hundred grams. The lungs were 
heavy and soggy. weight was given, nor was any- 
thing said about any nodular areas being present the 


**Assistant Professor Pathology, University South- 
ern California School of Medicine. 
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The adrenals were enlarged. then, the lesions 
were principally the liver, spleen, lymph nodes and 
adrenals. There was nothing note the kidneys. The 
gall bladder was smooth and normal appearance. 

Study the microscopic sections was necessary 
make the final diagnosis. Lesions were present the 
liver, spleen, lymph nodes, and adrenals. 

There were these [slide] small lesions the liver 
which reticulo-endothelial cells containing the organism 
histoplasma capsulations are seen. 

the lungs there were lesions which were little 
larger 

These [slide] are some pictures published several 
years ago Duke University showing the size the 
organisms. They circulate the blood both monocytes 
and the polymorphonuclear leucocytes. 


You might ask why pick such rare case this. 
Perhaps just few words would order. This dis- 
ease was first described Samuel Darling 1906. 
noted three cases the Panama Canal Zone. thought 
the disease was due protozoon. found the organ- 
isms. However, was about twenty-five years before 
the correct diagnosis was made the type organ- 
isms. This diagnosis was made Monbreu who 
finally extablished that was fungus. 

far known, the only type fungus in- 
fection the body that lives this particular form. 
They are practically never found outside the 
cells. Naturally, something like virus. The organ- 
isms are easily cultured. They grow vegetative form 
only room temperature and have yeast-like appear- 
ance. 

not known how they occur nature their 
vegetative form, they have not been observed. They 
have been noted several autopsies dogs. postu- 
lated that that may how children get the infection. 

The disease was thought rare one until about 
1938 and will cite you some reports. The first these 
was the University Michigan Parsons who 
reported six fatal instances the disease. There have 
been other instances reported pathologists that 
state. The next piece work was done Palmer, from 
the United States Public Health Service, regard 
the question calcification the lungs individuals. 

The first series was that 235 student nurses prin- 
cipally the Eastern part the United States. Sixty- 
seven per cent these student nurses had negative 
tuberculin and positive histoplasmin test. 


The next publication interest came out last year 
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Dr. Emmons, also the United States Public Health 
Service. 

The last publication also Palmer, who took ten 
thousand student nurses all over the United States and 
gives the geographical distribution those indi- 
vidvals who are sensitive histoplasmin. 

This [slide] just shows the way the organism grows 
culture. 

Here slide made Palmer’s most recent 
work which came out April this year. You can 
see the percentages here the various parts the 
United States, particularly the upper Mississippi Val- 
ley. Sixty-eight per cent the nurses tested had posi- 
tive test. have various degrees positive reaction 
throughout the remainder the United States—20 per 
cent Texas, per cent Tennessee. 

you get away from the humid areas toward the 
more airy parts the country, the histoplasmin fell off 
almost zero. 

Dr. Being among the audience and read- 
ing this proctol over, not satisfied that would 
think all the things Dr. Mason thought reading 
the proctol. How could you come any conclusion about 
what order reveal the diagnosis this case. 
Since Dr. Mason has been both sides, going 
ask him make comment because think everyone 
should read this with the idea what would 
were encounter call like this again. 

Dr. Mason: can remember seeing this patient before. 
The history not very good history from clinical 
standpoint because there were certain things about this 
patient that were unusual, and you rarely see it. This 
patient complained constantly and bitterly tremendous 
pain not only her right upper quadrant but her 
upper left. After admission the hospital she was con- 
tinuously having tremendous pain the area the liver 
and spleen and there was never any letup these symp- 
toms. the time saw the patient the Clinic 
Pathology the County Hospital that set symptoms 
was unusual that were sure that this patient had 
some disease had never seen before. Large liver, large 
spleen, enormous fluctuation the blood pressure, chills 
and fever and constant continuous pain both upper 
quadrants led believe was something had 
never seen before, and guessed might have been 
granuloma. was only guess. few weeks later 
made much better diagnosis getting piece liver 
and found the organisms the liver. 

have patient with the same series complaints, 
and enormous pain liver and spleen and fever, and this 
has been going for long period time. 


Clinical Conference 
FROM STANFORD UNIVERSITY HOSPITAL—FRIDAY STAFF ROUNDS 


BLEEDING PEPTIC ULCER 


Dr. have today patient with 
long standing stomach trouble who presents some diffi- 
cult problems therapy. Dr. Weed, will you give the 
history. 

PRESENTATION THE CASE the Interne, Dr. Charles 
Weed: 

This 56-year-old electrician first entered Stanford 
Hospital 1935 with the complaint bleeding duodenal 
ulcer for nine years. There was history similar 
trouble the family. had always been tense and 


Professor Medicine, Stanford University Schoo] 
Medicine. 


nervous. had worked hard telephone lineman 
the past but for some time had confined himself 
fairly easy indoor work electrician. Since 1923 
had had indigestion with post prandial pain relieved 
food and alkali. Duodenal ulcer was diagnosed 
1927. 1933 had acute perforation which was 
operated upon elsewhere. From 1933 1935 there had 
been frequent bleeding. His first entry was for tarry 
stools and bloody vomitus. Nothing remarkable was 


made out physical examination that time except 
pallor. His hemoglobin had fallen per cent. Gastric 
analysis showed total acidity 130 after histamine 
with large volumes secretion. X-ray films showed 
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small deformed duodenal cap with moderate six-hour 
retention. spite restriction activity, careful 
diet and antispasmodics there was almost continuous 
bleeding during the ensuing year. October, 1935, 
operation was done Dr. Holman. ulcer the first 
portion the duodenum and diverticulum 
were excised; adhesions were freed and Finney pylo- 
roplasty was done. was comfortable first but 
within few weeks after operation was bleeding again. 
March and June, 1936, had large hemorrhages 
which required transfusions. the same time had 
bouts severe upper abdominal pain ‘which re- 
ferred spasms. These were often, but not always, 
related meals. The same general situation has con- 
tinued the present entry, namely frequent bleedings 
and frequent bouts indigestion and cramps. has 
taken good care himself and has eaten simple diet 
avoiding coarse, greasy and highly seasoned foods. 
has tried all the medicines. has limited his work 
eliminate exercise and fatigue. There are obvious 
psychogenic factors. 

reenters now (June 1946) with much the same 
complaints. Yesterday suffered attack cramps 
and p.m. passed large tarry stool. examina- 
tion appeared anxious and restless. Otherwise physi- 
cal examination was not remarkable. His hemoglobin 
per cent and his red cell count million. 
passed two more bloody stools last night. have 
made x-rays yet because his condition, but his 
recent entry December, 1945, the deformity the 
duodenal cap was noted. The stoma was patent and 
there was six-hour residue. 


summary, 56-year-old man who for years has 
had persistent bouts indigestion and epigastric cramps, 
with x-ray evidence duodenal ulcer and duodenitis. 
has bled numerous occasions, many the hem- 
orrhages being sufficient size reduce his hemoglo- 
bin per cent lower. promptly bled again 
after operation which presumably all open lesions 
were removed. has had thorough medical treatment 
consisting periods rest, careful diet, antispasmodics, 
sedatives and alkalis. environmental and emo- 
tional aspects his case have been thoroughly studied. 
spite all this, bleeding and indigestion continue. 

Dr. sure you are all impressed 
the extraordinary amount trouble this patient has 
had over many years. intelligent man and has 
learned practically all there know about the man- 
agement peptic ulcer. has taken good care 
himself, but spite this continues have frequent 
hemorrhages well bouts cramps and indigestion. 
cases this sort that force one the conclusion 
that there constitutional element many people 
with this sort trouble. Attempts have been made 
Wolff, Draper and others define both the physical 
and mental pattern those who are subject peptic 
ulcer; but this patient, far least, nothing definite 
has been made ovt. Dr. Whitsell and Dr. are 
making comprehensive study this whole subject now 
and are hoping find out elaborate studies and 
psychometric tests just what the emotional fault, any, 
found people with this sort trouble. any 
rate have practical lead treatment along psy- 
chiatric lines the present patient, although 
course nervous and disturbed result his trouble. 

What are going for him then? make 
the best decision think must clear about the 
pathology his condition. Whatever the ultimate cause 
may be, here man who for some reason secretes 
abundant, highly acid gastric jvice, whose pyloric region 
tends into spasm with consequent symptoms 
indigestion and whose duodenal mucosa tends break 


Vol. 65, No. 


down with ulcer formation. After years this 
certainly have chronic scarring the duodenum and 
whether the mucosa happens eroded any par- 
ticular moment perhaps relatively unimportant except 
for the hazards hemorrhage and perforation. think 
doctors often lay too much stress evidence actual 
ulcer; even when the open lesion heals, the disease 
still present the form duodenitis, and both symp- 
toms and ulceration are likely recur. 

Two things, then, are quite clear here. First 
extremely improbable that this scarred and deformed 
duodenum can healed diet drugs. All that 
has been thoroughly tried for years and continues 
have severe trouble. Also, regardless whether 
there has been any psychological cause the past, the 
organic changes are now clearly beyond the help 
psychotherapy. one disposed look peptic ulcer 
psychosomatic disease, would weight the somatic 
part being perhaps per cent important this man 
the present time. Secondly, risk 
from hemorrhage. you have heard, has nearly 
bled death the past and one occasion was 
brought back intracardiac injections adrenalin. 
his age, 58, the hazard erosion calcified vessel 
which can not retract normally stop the bleed- 
ing very high. All this forces the reluctant 
conclusion that spite his already having had two 
operations some surgical procedure must under- 
taken. want Dr. Holman, who did the previous oper- 
ation, discuss this question and tell what advises, 
but think this time should also touch the 
question resection the vagus nerves the treat- 
ment peptic ulcer. not new idea, but 
recently, especially result the work Dragstedt 
and others, there has been big revival interest 
procedures this sort. Very briefly, vagal action stim- 
ulates gastric secretion and promotes spasm and motility 
the gastro-intestinal tract. You are all familiar with 
the cramps which may follow injection mecholyl, 
drug which stimulates the parasympathetic. 


also common knowledge that large doses atropin. 


greatly decrease the amount gastric secretion and 
some extent the degree acidity and motility and might 
relieve symptoms patients with duodenitis especially 
relaxing spasm. There interesting recent report 
from the Massachusetts General Hospital giving careful 
studies the clinical and physiological effects trans- 
diaphragmatic section the vagi peptic The 
Boston workers feel that the procedure especially 
indicated young middle-aged patients with intrac- 
table symptoms, perhaps with hemorrhage some time, 
but without obstruction evidence extreme anatom- 
ical change. many such patients symptoms were 
promptly relieved and there was evidence rapid heal- 
ing the ulcer. One difficulty which may men- 
tioned that when the nerves the stomach are inter- 
fered with the initial alterations motility and secre- 
tion may later subside; the effect may not permanent. 
clear then that long follow-up periods are necessary 
evaluate the real end results vagal section. any 
rate now want Dr. Holman’s opinion what sort 
surgical procedure advises here. 

Dr. The history repeated epi- 
sodes gastrointestinal bleeding from presumed peptic 
ulcer provides positive indication for operation which 
preferably should attack the bleeding site. This one 
should freed from surrounding tissues and structures 
order that the bleeding vessel may ligated. This 
patient the age when bleeding due erosion 


** Professor of Surgery, Stanford University School of 
Medicine. 
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sclerotic vessel, and can easily fatal, 
imperative that the operation done this time 
highly desirable know the degree acidity present 
this often determines the type operation 
performed. recall it, this patient had high 
acidity preceding his operation 1935. 
INTERNE: That correct. 


Dr. addition direct attack upon the 
bleeding vessel, the presence high acidity would call 
for resection two-thirds four-fifths the stomach. 
Wangensteen has demonstrated conclusively the impor- 
tance acidity the production ulcer, and 
insists upon the necessity reducing acidity the most 
important part any surgical therapy for ulcer. 
this patient, who has already had operation for per- 
foration and second plastic operation the pylorus, 
definite attack upon acidity indicated. 

recently attended meeting before which Lester 
Dragstedt presented his experiences with bilateral vagus 
section for intractable ulcers referred the surgeons 
following failure medical treatment. Perhaps 
should consider this operation for this patient. Drag- 
stedt considers vagus section particularly indicated where 
reduction acidity desired. Experimentally, has 
shown that the isolated stomach with vagi intact yielded 
1,100 cc. gastric juice with acidity 116. Fol- 
lowing vagus section the same isolated stomach produced 
only cc. juice with acidity 30. his 
cases performed over period three and half years, 
there was relief symptoms each instance and con- 
trol bleeding few. Even nine marginal ulcers 
following gastroenterostomy were improved vagus 
section. 

The operation for vagus section performed through 
thoracotomy preferably, but may also performed 
transabdominally, should local exploration the lesion 
seem desirable. believe this instance the abdomen 
should opened, the lesion attacked directly, with 
vagotomy well. Several estimations gastric acidity 


Samuel Taylor Coleridge Coleridge 
had not had singular fondness for browsing through 
neighbor’s medical periodicals, might never have 
known opium. was, read the Kendall Black 
Drop time when had been bedridden with severe 
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now would interesting compare with similar studies 
following vagotomy. 

What about the medical treatment. 
bleeding peptic ulcer? 

Dr. The first decision whether medi- 
cal treatment safe whether operation necessary. 
know formula whereby this decision can 
made. people over years old who may have 
intractable bleeding from sclerotic artery the base 
the ulcer, one should probably operate loss blood 
large and persistent and transfusion cannot readily 
keep pace with the blood loss. The availability con- 
centrated red cell “mush” may sway the decision, 
one gets approximately twice the effect with this 
one does from whole blood transfusion. for medical 
treatment, used fast these patients for from three 
seven days after big bleeding. The idea was 
rest the stomach and allow the lesion heal. recent 
years the pendulum, following Meulengracht and others, 
has swung the other extreme liberal feed- 
ings beginning even while bleeding may still prog- 
ress have been advised. The argument that the stom- 
ach may well full food full blood, that 
feeding promotes healing ulcer and that general 
the results are better. Our own experience with imme- 
diate liberal feeding has been definitely unsatisfactory; 
bleeding and pain have often continued and later 
fasting had resorted anyway. all such 
matters there probably sound middle ground and 
present are inclined have our patients fast for 
day two following bleeding; then, all going 
well, give them small feedings milk and cream 
for another day two; following which they may 
simple mixed diet. Transfusions are used freely 
the bleeding any great degree. However, 
general rule can rigidly followed the individual 
case. 

Dr. Well, whatever you do, you 
have teaching these patients. Teaching, teach- 
ing! Telling them slow and not get excited, not 
work too hard. That’s the important thing. 


rheumatic affection. The remedy freed him from his 
pains, but addicted him the drug. Some critics aver 
that the effect this drug stimulation pervades all his 
poetry. Certain seems that Kubla Khan recorded 
opium dream, left unfinished upon 
Calendar Medical History. 
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NOTICES AND REPORTS 


EXECUTIVE COMMITTEE 


Minutes the 198th Meeting the Executive 
mittee the California Medical Association. 


The meeting was called order President-Elect 
John Cline the Hotel St. Francis, 9:30 a.m., 
June 29, 1946. Present were: Sam McClendon, Presi- 
dent; John Cline, President-Elect; Edwin Bruck, 
Chairman the Council; Vincent Askey, Speaker 
the House Delegates; Sidney Shipman, Chair- 
man the Auditing Committee; Dwight Wilbur, 
Editor, and Henry Garland, Secretary. Present 
invitation were Lyell Kinney, Chairman the Can- 
cer Commission; Mr. Ben Read, Mr. Howard Has- 
sard and Mr. John Hunton. 

Also present were Doctors Robertson Ward, John 
Green, Gordon Lowell Goin, 
Delegates the A.M.A. 

nomination duly made and seconded, Sidney 
Shipman was elected chairman the Executive Com- 
mittee and assumed the chair. 

Retired membership applications from the following 
were approved: 

Johnstone, Kristine Napa County. 

Langstroth, Lovell, San Francisco County. 

Preston, Addison W., Tulare County. 

Nominations for the election Irving Johnson, 
Katherine Thomas, Andrew Harvey, and Jessie 
Bierman were approved for election Associate Mem- 
bership the California Medical Association. 

The question associate member serving secre- 
tary one the scientific sections was raised and 
legal counsel was instructed determine from the Con- 
stitution and By-Laws whether the holding scien- 
tific section office associate member would con- 
stitute breach the Constitution and By-Laws. 

The resignation Roy Thomas Los Angeles 
member the Standing Committee Hospitals, 
Dispensaries and Clinics was accepted, the Chairman 
the Council being authorized name successor. 

The Taft Bill (S. 2143) was discussed and was 
voted forward Senator Taft some suggested 
amendments which would first have been cleared through 
consultation with the Council Medical Service and 
Public Relations the American Medical Association. 

request the Board Trustees California 
Physicians’ Service, and motion duly made and 
seconded, the chairman the Council was authorized 
appoint fee schedule committee draw table 
professional fees for use California Physicians’ 
Service. 

request the Board Trustees C.P.S. and 
conformity with recommendation the Chandler 
Committee for the Study Prepayment Medical Care, 
was moved, seconded and voted that the C.M.A. 


appropriate $5,000 for the purpose securing 
survey the business methods and actuarial status 
California Physicians’ Service. committee consisting 
the chairman the Council, Legal Counsel, Public 
Relations consultant, Executive Secretary and Mr. 
Ray Miller, lay member the Board Trustees 
C.P.S., was authorized investigate professional firms 
capable making such survey, report such 
investigation presented for the consideration 
the Council its next meeting. 

Doctor Lyell Kinney, Chairman the Cancer Com- 
mission, reported the status the Commission’s 
activities and behalf the Cancer Commission re- 
quested (1) that the President the California Medical 
Association authorized name eight nine addi- 
tional medical specialists members advisory 
committee the Cancer Commission and (2) that the 
Cancer Commission authorized employ execu- 
tive secretary, part whose salary would paid 
the and the balance the salary, plus expenses, 
paid the California Division the American 
Cancer Society. 

motion duly made and seconded, the President 
the California Medical Association was authorized 
name additional members the Cancer Commission. 

motion duly made and seconded, was voted 
approve the employment executive secretary 
the Cancer Commission, with appropriation the 
C.M.A. $3,000 annually toward the salary the 
executive secretary, being understood that the Cali- 
fornia Division the American Cancer Society would 
appropriate $9,000 annually for the balance the salary 
and such amount might needed for the expenses 
such executive secretary. 


SHIPMAN, 
Chairman. 

Henry M.D., 
Secretary. 


CALIFORNIA PHYSICIANS’ SERVICE 
ANNUAL MEETING ADMINISTRATIVE 
MEMBERS 


Pursuant Section Chapter the by-laws, 
regular annual meeting Administrative Members 
California Physicians’ Service, California non-profit 
corporation, was held the Biltmore Hotel, Los An- 
geles, California, Tuesday, the 7th day May, 1947, 
the hour 8:30 p.m. 

quorum was present and acting, viz, 184 administra- 
tive members total administrative membership 
239, including administrative members large, officers 
the California Medical Association and regularly 
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elected and seated delegates and alternates the House 
Delegates the C.M.A. The roll call the House 
Delegates was accepted the roll call Administra- 
tive Members. 


Dr. Lowell Goin, president the corporation, acted 
chairman the meeting, and Dr. Chester Cooley, 
secretary the corporation, acted secretary thereof. 

The minutes the annual meeting 1945 were ap- 
proved published. 

Dr. Goin spoke briefly concerning the recent hearings 
before the Pepper Committee, stating that there were 
only two choices open the profession—voluntary health 
insurance government controlled health insurance. 
the doctors will not actively support the voluntary sys- 
tem, then the government will step in. 

The president then appointed nominating committee, 
consisting Dr. Donald Cass Los Angeles (chair- 
man), Dr. Sidney Shipman San Francisco and Dr. 
Randel Fresno, select nominees for the four 
vacancies the board trustees. The terms the fol- 
lowing trustees expire this annual meeting: Dr. 
Chester Cooley San Francisco, Dr. Moore 
San Diego and Msgr. Thomas O’Dwyer Los 
Angeles. These are three-year terms expiring the an- 
nual meeting 1949, There also vacancy resulting 
from the resignation Dr. Henshaw Kelly, whose 
term expires 

Dr. Goin then appointed resolutions committee, con- 
sisting Dr. Dewey Powell Stockton (chair- 
man), Dr. Donald Charnock Los Angeles and Dr. 
John Sharp Salinas, receive, consider and report, 
favorably unfavorably without recommendation, 
any resolutions offered, offer amendments sub- 
stitute resolutions. 

Dr. Cooley, Secretary California Physicians’ Serv- 
ice, presented the annual report the trustees the 
Administrative Members, and Mr. Bowman, Ex- 
ecutive Director C.P.S., presented the business report. 
The president then referred both the report Dr. Cooley, 
secretary, and the report Mr. Bowman, execu- 
tive director, the Resolutions Committee. 

Dr. Goin then pointed out that any action taken the 
House Delegates the C.M.A. concerning C.P.S. 
would have binding effect the Administrative 
Members, and that any action taken the House 
Delegates would have confirmed the Administra- 
tive Members. 

There being further business until the completion 
the reports the Resolutions and Nominating Com- 
mittees, the meeting recessed, meet Thursday evening, 
May 1946, the same time and place, carry for- 
ward the election trustees and deal with any resolu- 
tions handed that committee. 

the conclusion the recess, the annual meeting 
Administrative Members reconvened, the hour 
10:05 P.M., Thursday, the 9th day May, 1946. 

quorum was present and acting, viz., 202 administra- 
tive members total administrative membership 
239, including administrative members large, officers 
the C.M.A. and regularly elected and seated delegates 
and alternates the Delegates the C.M.A. 
The roll call the House Delegates was accepted 
the official roll call Administrative Members. 


Dr. Lowell Goin, president the corporation, acted 
chairman the meeting, and Dr. Chester Cooley, 
secretary the corporation, acted secretary thereof. 

Dr. Donald Cass, reporting for the Nominating Com- 
mittee, stated that for the three vacancies the Board 
Trustees for full terms three years each, expiring 
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1949, Dr. Chester Cooley, Dr. Moore and 
Msgr. Thomas O’Dwyer had been nominated suc- 
ceed themselves. 

fill the vacancy the unexpired term resulting 
from Dr. Kelly’s resignation, which term expires 
1948, Dr.. Robertson San Francisco was nomi- 
nated. 

was moved, seconded and unanimously carried that 
the above nominees elected serve trustees for 
the terms specified. 

Dr. Dewey. Powell, chairman the Resolutions Com- 
mittee, stated that resolutions had been presented 
that committee, and congratulated the trustees and the 
administration the fine work that has been done dur- 
ing the past year. Dr. Powell stated that had not 
been connected with C.P.S. for the past two years and 
was amazed the progress that the organization has 
made during this period; that has grown tremendously, 
and that still carrying out the ideas the first 
administrative members and the board trustees de- 
veloping high quality prepaid medical care for the 
people California. 

Dr. Powell then recommended that the reports the 
secretary and executive director approved. motion 
was duly made, seconded and carried, and said reports 
were approved. 

The president then stated that the House Delegates 
the California Medical Association had forwarded 
this corporation copy the final action the House 
Delegates the Report the C.M.A. Committee 
Prepaid Medical and Hospital Care Plans. 

motion duly made, seconded and unanimously 
carried, the recommendations contained the report 
the C.M.A. Committee Prepaid Medical and Hospital 
Care Plans were referred the Board Trustees 
C.P.S. for such action thereon the board, its judg- 
ment, may determine. 

The president pointed out that one the recommenda- 
tions contained the report the C.M.A. Committee 
Prepaid Medical and Hospital Care Plans required 
the increase the number trustees the corporation 
from eleven fifteen, and that such increase necessi- 
tated by-law amendment adopted majority all 
the administrative members. Thereupon, motion 
duly made, seconded and unanimously carried was 

Resolved, That Section Chapter the by- 
laws this corporation, California Physicians’ Service, 
hereby amended read follows: 

Sec. Corporate Powers Vested Board Trustees: 
The corporate powers this corporation shall vested 
board fifteen (15) trustees and six (6) trustees 
shall constitute quorum for the transaction business. 
Trustees may administrative, professional bene- 
ficiary members the corporation. The board trustees, 
the affirmative vote two-thirds (2/3) all the 
trusees, may delegate any committee not less than 
three (3), the members which need not trustees 
but must administrative professional members, any 
specific portion part the corporate powers this 
corporation. 

There were more than majority all the ad- 
ministrative present, and the president an- 
nounced that the foregoing resolution had been adopted 
the affirmative vote majority all the ad- 
ministrative members. 

There being further business come before the 
meeting, the meeting adjourned 10:30 P.M. 
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CHANGES MEMBERSHIP 


New Members (122) 


Alameda County (1) 
Wiesenfeld, H., Oakland 


Fresno County (1) 
Kasper, Raymond J., Fresno 
Kern County (2) 


Burnett, W., Bakersfield. 
Ramirez, Hall, Bakersfield. 


Los Angeles County (84) 


Abdo, Francis J., Los Angeles 

Agins, Jacob, Hollywood 

Agress, Clarence M., Los Angeles 
Bachhuber, Robert G., Los Angeles 
Baker, Camarillo 

Bergman, Macks Leonard, Los Angeles 
Blankfort, Gerald, Los Angeles 
Braslow, Edithmae T., Avalon 
Braslow, Lawrence, Avalon 

Buch, Irwin M., Los Angeles 

Buehler, George S., Whittier 

Britton, James Howe, Altadena 
Bushnell, Lowell F., Los Angeles 

Cane, Edward M., Los Angeles 

Caraco, Henry H., Long Beach 

Cohen, Seymour R., Los Angeles 
Chapline, Frank L., Los Angeles 
Cheney, William S., Long Beach 

Cline, Abe, Los Angeles 

Cook, Eugene Lee, Torrance 

Crump, John Howard, Long Beach 
Cunningham, Terence, Jr., Huntington Park 
Edmeades, Donald Thomas, Pasadena 
Einstein, Robert Los Angeles 
Feeney, John Robert, Los Angeles 
Finerman, B., Los Angeles 
Freedman, Eugene, Los Angeles 
French, Richard Louis, North Hollywood 
Gering, George, Los Angeles 
Goldberg, Benjamin, Beverly Hills 
Gray, Alan Winchester, Pasadena 
Gruenberg, Herbert M., Los Angeles 
Harris, Coleman, Beverly Hills 
Herrmann, Victor A., Los Angeles 
Holvey, Ervin H., Los Angeles 
Howard, John Richard, Downey 
Huerta, Salvador J., Los Angeles 
Jacobs, Nathan, Sierra Madre 

Jadg, Wilfred Dayton, Los Angeles 
Johannesen, Robert E., Pasadena 
Johnson, James Robert, Huntington Park 
Kahn, Jack L., Los Angeles 

Kaslow, Arthur Los Angeles 
Kassel, Maxwell S., Burbank 

Kuhn, Robert, Los Angeles 

Lewe, Irving A., Los Angeles 

Lovas, Arnt, Maywood 

Ludmerer, Sol, Long Beach 

Martinson, Donald L., Long Beach 
McClellan, Jay Harlee, West Los Angeles 
McDermott, Alza M., North Hollywood 
McGurl, Frank J., Beverly Hills 
Moore, Telford I., North Hollywood 
Morrison, Lester M., Los Angeles 
Mumler, William C., Los Angeles 
Nielsen, E., Los Angeles 

Nesson, Willard I., San Marino 

Oakes, Harold Forest, Beverly Hills 
Papkin, George, Burbank 


CALIFORNIA 


Payne, DeWalt, Whittier 
Peake, William Marion, Long Beach 
Pelton, Bernard L., Long Beach 
Petrich, John M., San Pedro 
Piser, Alfred Inglewood 
Pyle, Wynand, Los Angeles 
Randall, Morton H., Beverly Hills 
Shafer, Norman Los Angeles 
Shapiro, Abe O., Los Angeles 
Smith, Earl Harvey, Tarzana 
Smith, Gordon Knight, Los Angeles 
Stoll, John Esher, Monrovia 
Strouse, Carl David, Los Angeles 
Surridge, Robert C., Los Angeles 
Taylor, Harriett S., Covina 
Thale, Harold B., Los Angeles 
Tyler, Edward T., Los Angeles 
Vaughn, Arax J., Huntington Park 
Walker, Homer M., Los Angeles 
Walker, Leon R., Monterey Park 
Wall, John William, Los Angeles 
Weleber, Ferdinand, Glendale 
Wells, James Hadley, Roscoe 
Whitman, Joseph Jay, Los Angeles 
Wigod, David, Long Beach 
Mendocino-Lake County (1) 
Barr, Robert M., Upper Lake 
Orange County (1) 
Kingman, A., Santa Ana 
Riverside County (1) 
Godwin, Bernard Riverside 
Sacramento County (1) 
Roy, Wallace M., Sacramento 


San Bernardino County (5) 
Cannon, Espey Redlands 
Hoag, Leslie G., Upland 
Hunt, Guy M., Jr., Loma Linda 
Pardoll, Davis H., San Bernardino 
White, Robert, Redlands 


San Francisco County (17) 
Baron, Shirley Harold, San Francisco 
Boverman, Maxwell, San Francisco 
Chartock, Harry, San Francisco 
Fitzgerald, William J., San Francisco 
Fitzpatrick, Thomas J., San Francisco 
Gasparini, Francis L., San Francisco 
Hack, W., San Francisco 
Ingram, Ivan N., San Francisco 
Kornfeld, Hedda, San Francisco 
Kuzell, William C., San Francisco 
Lyons, Harold M., San Francisco 
Nelson, Donald R., San Francisco 
Perlman, Robert Maximilian, San Francisco 
Shapiro, Philip, San Francisco 
Skaff, John E., San Francisco 
Tompkins, Pendleton San Francisco 
Uldall, Jorgen J., San Francisco 
San Joaquin County (1) 
Allred, Laurence, Stockton 
Santa Clara County (1) 
Friedlander, Ernst, San Jose 
Stanislaus County (1) 
Denenholz, Edward J., Modesto 
Tulare County (1) 
Huish, Grenville, Berkeley 
Ventura County (4) 
Hanson, C., Ventura 
Hunter, M., Ventura 
Maguire, F., Ventura 
Musgrave, Fillmore 
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Transfers (21) 


Anderson, Ernest V., from Ventura County 
Los Angeles County 

Austin, John H., from Riverside County An- 
geles County 

Benson, H., from Alameda County Imperial 
County 

Bingham, Elmer, from San Luis Obispo County 
San Joaquin County 

Brandon, Kathryn B., from San Diego County 
Los Angeles County 

Cronemiller, Ray Edward, from Tulare County 
Los Angeles County 

Curtis, Gilbert DeWitt, from San Bernardino County 
Los Angeles County 

Gericke, Otto, from Mendocino-Lake County San 
Joaquin County 

Hamilton, Van R., from Los Angeles County Riv- 
erside County 

Harner, E., from Los Angeles County River- 
side County 

Haskell, Joe from Los Angeles County San 
Bernardino County 

Hillstrom, Earl N., from San. Francisco County 
San Bernardino County 

Hollingsworth, Parker, from Alameda County Yolo 
County 

Ice, William H., from San Francisco County Los 
Angeles County 

Laird, George from San Diego County Yolo 
County 

Malcolm, C., from Tulare County San Joaquin 
County 

McBride, June Parrott, from San Diego County 
Los Angeles County 

McCloy, Neil Patrick, from Los Angeles County 
San Francisco County 

McKenney, C., from San Francisco County Los 
Angeles County 

Riechel, Leslie, from San Francisco County Los 
Angeles County 

Rouff, Elliot A., from Santa Clara County Los An- 
geles County 


Associate Members (3) 


Harvey, Andres M., Los Angeles County 
Johnson, I., Marin County 
Thomas, Katherine, Marin County 


Resignations (2) 


Rayner, W., Sacramento County 
Sloan, M., Alameda County 


Memoriam 


Allen, Charles Lewis. Died Los Angeles, May 
28, 1946, age 85. Graduate the University Mary- 
land School Medicine and College Physicians and 
Surgeons, Baltimore, 1887. Licensed California 
1907. Doctor Allen was Retired Member the Los 
Angeles County Medical Association, the California 
Medical Association, and Affiliate Fellow the 
American Medical Association. 


Broderick, Thomas Aloysius. Died San Fran- 
cisco, June 1946, age 36. Graduate Rush Medical 
College, Illinois, 1938. Licensed California 
Dr. Broderick was member the San Francisco 
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County Medical Society, the California Medical Asso- 
ciation, and Fellow the American Medical Asso- 
ciation. 


Carnazzo, Sebastian Alfred. Died Monterey, 
May 10, 1946, age 38. Graduate Creighton University 
School Medicine, Omaha, Nebraska, 1931. Licensed 
California 1940. Doctor Carnazzo was member 
the Monterey County Medical Society, the California 
Medical Association, and Fellow the American 
Medical Association. 


Champion, John Austin. Died Colton, May 22, 
1946, age 83. Graduate the Medical College Ohio, 
Cincinnati, 1888. Licensed California 1895. Doctor 
Champion was Retired Member the San Bernar- 
dino County Medical Society, the California Medical 
Association, and Affiliate Fellow the American 
Medical Association. 


Charles, Henry Lewis. Died Alhambra, May 15, 
1946, age 65. Graduate Indiana Medical College, 
School Medicine Purdue University, Indianapolis, 
1906. Licensed California 1921. Doctor Charles 
was member the Los Angeles County Medical As- 
sociation, the California Medical Association, and 
Fellow the American Medical Association. 


Clarke, Frederick Ernest Keane. (Captain, Army 
the United States.) Died Camp Shelby, Missis- 
sippi, May 14, 1946, age 46. Graduate New York 
University College Medicine, New York, 1927. 
Licensed California 1938. Doctor Clarke was 
member the Los Angeles County Medical Associa- 
tion, the California Medical Association, and Fellow 
the American Medical Association. 


Crane, Edward Harrison. Died Inglewood, May 
1946, age 70. Graduate State University Iowa 
College Medicine, Iowa City, 1904. 
California 1926. Doctor Crane was Retired Mem- 
ber the Los Angeles Covnty Medical Association, 
the California Medical Association, and Affiliate 
Fellow the American Medical Association. 


Ellsworth, Amos Dolbier. Died Long Beach, 
May 20, 1946, age 71. Graduate Hahnemann Medical 
College and Hospital Philadelphia, Pennsylvania, 
1900. Doctor Ellsworth was member the Los 
Angeles County Medical Association, the California 
Medical Association, and Fellow the American 
Medical Association. 


Kluss, Edwin Rudolph. Died Santa Barbara, 
May 1946, age 43. Graduate the University 
Michigan Medical School, Ann Arbor, 1931. Licensed 
California 1932. Doctor Kluss was member 
the Santa Barbara County Medical Society, the Cali- 
fornia Medical Association, and Fellow the Amer- 
ican Medical Association. 


Rees, Harry Clayton. Died Los Angeles, May 
26, 1946, age 72. Graduate the Vanderbilt University 
School Medicine, Nashville, Tennessee, 1898. Li- 
censed California 1912. Doctor Rees was Retired 
Member the Los Angeles County Medical Associa- 
tion, the California Medical Association, and Affiliate 
Fellow the American Medical Association. 
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NEWS and NOTES 


NATIONAL STATE COUNTY 


ALAMEDA 


Survey need for general hospital serve San 
Leandro and Hayword being made committee rep- 
resenting the Chambers Commerce the two cities. 
Committee members are questioning physicians the 
area determine whether hospital needed and how 
much support might expected one established. 


CONTRA COSTA 


First local grange report the California State 
Grange that had signed majority membership 
for participation California Physicians’ Service was 
Danville Grange No. Contra Costa County. Re- 
porting per cent its membership enrolled May 
22, was closely followed May the Oakdale 
Grange Stanislaus County with per cent, and soon 
afterward Diablo Valley Grange Contra Costa 
County with per cent participation. Enrollment 
other granges continues, with many reporting indications 
that majority sign-up will accomplished. 


FRESNO 


Search for medical director and superintendent 
the Fresno County General Hospital, fill the post 
vacated July the resignation Dr. Gins- 
burg, being carried forward the county board 
supervisors. Meanwhile, Dr. Ginsburg has offered assist- 
ance although has turned private practice. The 
supervisors recently agreed increase Dr. Ginsburg’s 
salary from $9,000 year $14,200, apparently 
attempt keep him the post which had held for 
years. 


Dr. Joseph Smith, Fresno, has returned after 
three years’ service the Army Medical Corps 
resume his yractice specialist vrology. the 
Army was charge urology clinics several 


William Everett Furze Fresno and Dr. 
Fred Cooley, formerly Dinuba, both recently dis- 
charged from the Army Medical Corps, have resumed 
practice with offices new medico-dental building 
Fresno. Dr. Furze graduate the University 
Pennsylvania School Medicine. was medical resi- 
dent the Fresno County General Hospital from 1938 
1940, and Dr. Cooley was surgical resident the 
same hospital until entered private practice Dinuba 
before the war. 


LOS ANGELES 


Dr. Swartout, prevent impairment his 
health, resigned Los Angeles County health officer 
June and the same time recommended consolida- 
tion the city and county health departments with 
City Health Officer George Uhl head. Studying 
the consolidation proposal, the County Board Super- 
visors the same time considering several possible 
successors the county post who were suggested Dr. 
Swartout. Those suggested are Dr. Harold Chope, San 
Joaquin District assistant health officer; Dr. Norman 
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Nelson the University California Los Angeles; 
Dr. Pulley, chief assistant city health officer, 
and Dr. Church Santa Barbara County. 


Dr. Colby Hall Los Angeles recently took office 
Chicago vice president the American Laryngol- 
ogical, Rhinological and Otological Society. 


Dr. John Higgins, after two years Naval 
Medical officer, has returned private practice his 
offices Whittier Boulevard, Los Angeles. 


Dr. Willard Nesson has opened offices San 
Marino resume practice which relinquished 
serve the United States Coast Guard Medical Corps 
for more than three years. 


Dr. John Staub, former Pomona physician and 
until recently the Navy Medical Corps, has begun 
practice Claremont where his offices will 
building which purchased short time 

Dr. Beckham Marr Pomona has resumed 
practice there following his discharge from the Army 
Medical Corps May. 

trust fund $84,500 for use research the 
staff 500 doctors who donate time treating patients 
the Los Angeles General Hospital is, effect, being 
set the doctors themselves. 

Money for the fund coming from billings the 
hospital patients the “able pay” class who have 
been treated there because other hospitals the vicinty 
were too crowded accommodate them. 

These billings have the approval the county board 
supervisors. More than $35,000 has been ¢ollected al- 
ready, and additional funds bring the total $84,500 
are expected during the next fiscal year. 

Proposed research projects paid for the fund 
will submitted the staff medical advisory board. 
The staff will not restricted its choice fields 
for 


ORANGE 


Dr. Harry Sickafoose, who formerly practiced 
Wilmington, California, has moved San Clemente 
where has opened offices the Bank America 
Building. 


SAN BERNARDINO 


Dr. Merle Cosand, former Navy officer, has been 
named health officer for San Bernardino County suc- 
ceed Dr. Fenton who retired July was 
recommended the $500 month post the medical 
advisory board the county hospital. 


Dr. Berwyn Lawrence, foliowing completion 
course obstetrics and gynecology the University 
Pennsylvania, has returned California where 
will continue his studies White Memorial Hospital, 
Los Angeles. plans ultimately return practice 
Colton, where was located before entering the 
Army. 
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SAN FRANCISCO 


Dr. George Pierce San Francisco was elected 
president the American Association Plastic Sur- 
geons conference that organization Toronto 
early June. succeeds Dr. John Davis 
Baltimore. 


Sanitary conditions bars and restaurants was 
topic when San Francisco Grand Jury dis- 
cussed the city’s health problems with Dr. Geiger, 
Health Director, June meeting. Dr. Geiger told the 
jury about one-third these establishments fall below 
minimum standards and are cited under the health code 
fast violiations are discovered. Germ cultures made 
from swabs taken from dishes, glasses and 
are the main means check-up. 


Wallet-size cards certifying birth registration, and 
carrying data useful identification, proving citizenship 
and establishing the age the bearer, have been made 
available persons born San Francisco County. 


The cards, issued application alternative 
the usual complete copy the birth certificate, not 
include medical details and personal information regard- 
ing parents. They are issued the Department 
Public Health payment one-dollar charge, the 
same fee that required for issuance detailed copy 
the birth certificate. 


SAN JOAQUIN 


Dr. Thompson, California Medical Associa- 
tion Councillor-at-Large from the Fourth District, has 
reopened his offices Lodi. Dr. Thompson 
the Army from early 1941 until his recent discharge 
with rank colonel. 


SAN MATEO 


Dr. Heinz planning open offices 
Burlingame, where practiced before entering the 
Navy Medical Corps four and half years ago. 


SANTA CLARA 


Dr. Bartlett has disposed his share the 
South San Francisco General Hospital Dr. Thomas 


INFORMATION 


McVeagh Palo Alto, who formerly practiced 
Hawaii. Dr. Bartlett will continue teach the 
surgical department the University California 
Medical School and will maintain limited practice his 
San Francisco office. Dr. McVeagh will associated 
the hospital with Dr. Wendell Mussellman and 
Dr. Oliva, who also own shares. 


Dr. Charles Schoff has been named medical 
house officer the Palo Alto Hospital, and Dr. Wil- 
liam Clinite, surgeon, also has been added the 
resident staff. Plans are add obstetrician later. 
Idea behind the three-man resident staff eliminate 
delay handling emergency cases and reduce the num- 
ber emergency calls the community’s physicians 
private practice are required answer. 


Recent advances cell respiration were discussed 
Professor John Field Stanford University’s physi- 
ology department May dinner meeting Stanford 
Union, which was attended physicians interested 
anesthesiology medical specialty. Dr. Field’s 
paper dealt with advances and anticipated progress 
anesthesia, hormone and cancer research. was dis- 
cussed Dr. John Dillon, Army Medical Corps, 
Letterman Hospital, and others the meeting. The 
dinner meeting brought together the Northern Califor- 
nia branch the American Society Anesthesiologists 
and the Palo Alto anesthesia research group. 


SONOMA 


Dr. Morse Bowles, Santa Rosa, has been elected 
the California Academy Medicine. 


TULARE 


Post health officer for Tulare County, recently 
resigned Dr. Raitt, has been offered Dr. 
Walter Quisenberry Lincoln, Nebraska, salary 
$6,000 year. Dr. Quisenberry had applied for the 
position, asking $6,600. County supervisors say the appli- 
cant qualifies for the post. received his training 
the Johns Hopkins Medical School, has served public 
health positions Virginia, Nebraska, the United States 
Public Health Service and the armed forces. 


(Continued Advertising Page 28) 


INFORMATION 


Sickness Unemployment Benefits 


Under terms new California law, practicing 
physicians are confronted with the task -certifying 
the physical mental condition and the probable dura- 
tion illness persons applying for such certification 
prerequisite collection unemployment benefits 
available them they are unemployed because 
sickness injury. 

The provision for benefit payments such cases 
contained recent amendment the California 
Unemployment Insurance Act. Because alternate 
provisions for financing the payments, the date when 
payments will begin not certain. may set earlier 
than May, 1947, but not later. 


Although some burden paper work well pro- 
fessional judgment falls upon the physicians the 
certification process, James Bryant, chairman the 
California Employment Stabilization Commission which 
administers the law, has promised minimum red 
tape setting the administrative structure. 
letter Dr. Philip Gilman, then president the 
California Medical Association, Mr. Bryant said the 
commission will strive for “the least possible burden 
the physicians” and that there will “no interference 
with their relationships with their patients.” 
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DIGEST EFFECT PHYSICIANS 


provisions the law affecting physicians 
follows: 


Legislature the Special Session held during 
Janvary and February, 1946, enacted new law amend- 
ing the Unemployment Insurance Act add the 
benefits that act payment weekly compensation 
amounts from $10 $20 per week) 
persons because sickness injury. This 
new law was actively sponsored Governor Warren, 
Senator John Shelley, San Francisco, and the 
State Federation Labor. The law adds new tax; 
instead diverts the Sickness Disability Fund the 
payroll tax employees which 
been used along with the employer’s tax finance 
unemployment compensation. 


Under the new law any person who goes off the 
payroll his employer due “disability” entitled 
receive money payments from the California Employ- 
Stabilization Commission the same amount and 
the same extent that would have received unem- 
ployed for other causes. Employees who are disabled 
are secure their disability compensation checks 
through public employment officés and the same 
manner unemployment compensation paid. 


EFFECTIVE DATE 


The effective date the new law not certain. 
provided that disability benefits become payable 
either one year after the effective date the new law 
(which would May, 1947) ninety days after 
the Social Security Board decides that 1944 and 1945 
payroll taxes already collected and the Federal treas- 
ury may used finance the new disability benefit 
law, the Social Security Board should decide. 
very questionable that the Social Security Board will 
permit taxes collected from California employees 
1944 and 1945 and already transmitted 
returned Sacramento; but does, then the 
new law would into effect within ninety days from 
such time. Hence, the effective date may any time 
before May, 1947, but later than that. 


become entitled “disability employee 
must suffering non-industrial illness injury, 
physical mental, which renders him “unable per- 
form his regular customary work.” Pregnancy 
expressly excluded from the definition disability. The 
law provides two major prerequisites which employee 
must fulfil order collect benefits. First, there 
mandatory waiting period seven consecutive days for 
each “period disability.” Second, after the waiting 
period seven days the employee must, addition, 
furnish the Employment Stabilization Commission with 
“certificate” from “physician” certifying (a) “as 
the disability the claimant,” and (b) the “esti- 
mated duration such disability.” The new law defines 
physician and surgeon chiropractor. 

If, after waiting seven days and presenting “physi- 
cian’s certificate,” claimant turned down the 
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Employment Commission, may demand 
hearing before referee. The law provides that all 
medical records the commission are secret and confi- 
dential, and may not opened public inspection. 
not clear whether the “physician’s certificate” 
included “medical record the commission.” 


TEST EMPLOYABILITY 


The new law also provides for “voluntary plans” 
disability benefits, either employers themselves 
through private insurance companies. However, the 
law does not lay down any medical requirements for 
therefore, may assumed that voluntary plans 
operate under the law the reports certificates required 
them will somewhat similar those now required 
health and accident insurance companies. 


Each practicing physician should bear mind that 
when the new disability benefits law goes into effect, 
will called upon from time time fill out and 
sign “physician’s certificates” for use his patients 
attempting collect disability benefits from the Cali- 
fornia Employment Stabilization Commission. Under 
the law, the test for determining whether person 
not entitled disability benefits follows: 
the patient “unable perform his regular custo- 
mary work” due physical mental illness injury 
(other than illness arising connection with preg- 
nancy) that non-industrial origin? The certificate 
the physician supposed include two statements: 
First, whether the patient suffering from disability, 
above defined; and, second, the estimated duration 
such disability. 

The law thus imposes physicians (including 
that term, for the purposes this law, both osteopaths 
and chiropractors) the duty determining both the 
physical mental condition the patient and whether 
not such condition renders the patient “unable 
perform his regular customary work,” plus esti- 
mated duration. 


Each physician will thus placed position 
being judge whether his patient entitled any 
payments under the provisions the law. physician 
completes and signs certificates cases where disability 
very doubtful, record will made against him 
government bureau, and not even clear under 
the law whether such records are secret. physician 
refuses complete and sign the certificates all doubt- 
ful cases, will undoubtedly severely criticized 
some his patients. will very important for each 
doctor medicine use his best efforts extremely 


signing refusing sign physician’s certificates 


under the disability benefits law. 


The exact form physician’s certificate will 
determined the California Employment Stabilization 
Commission, and every effort will made the 
California Medical Association cause the commission 
adopt workable form may devised under 
the severe limitations the law. When physician’s 
certificate form adopted the commission, all mem- 
bers the association will advised. 


. 
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LIFE-LONG POSTVACCINAL IMMUNITY 


Supplementing their earlier work, Freund! 
associates the New York City Department Health 
report the production life-long specific immunity 
laboratory animals following injection single 
multiple dose emulsified typhoid vaccine. Control 
animals given the routine saline vaccine showed only 
inadequate transient, specific antibody production. 


1944 Freund2 demonstrated that formalin-killed 
typhoid bacilli emulsified mixture “aquaphor” 
lanolin-like substance) “falba” lanolin derivica- 
tive) and mineral oil much more efficient specific 
antigen than the same bacilli suspended salt solution. 
Control subcutaneous injections the routine saline 
vaccine led the production slightly more than 100 
units specific agglutinin per cc. serum the end 
two weeks rabbits, falling less than 
per cc. the end months. The titer remained 
practically zero till death the animals. The same 
vaccine dose injected the form falba-mineral 
oil emulsion, led the production agglutinin 
titer the neighborhood 3,000 units per cc. the 
end weeks, falling approximately 1,000 units 
per cc. the end months. The emulsified 
vaccine was thus from 100 times more effective 
than the saline vaccine, depending the stage immu- 
nity taken for comparison. 

Following completion these tests the serums all 
emulsion vaccinated rabbits were titrated monthly till 
their death. Eighteen the animals given the emulsified 


vaccine died about months after the final vac- 
cination dose. average serum titer month 
before death was 260 units per cc. Eight the animals 
are now living, over years after the final emulsified 
vaccine dose. Their average serum titer the present 
time 240 agglutinin units per cc., about twice the 
second week maximum titer control animals given 
the saline vaccine. 


Freund concludes from these tests that 
given the emulsified vaccine antibody formation was 
proceeded actively during the entire year period 
observation. Antibodies introduced passively disappear 
within few weeks from the circulation. This long 
duration antibody formation analogous the life- 
long antibody formation after infection with certain 
living viruses. similar sustained postvaccinal immu- 
nity has been demonstrated following injection lab- 
oratory animals with emulsified non-viable influenza 
which finding has been confirmed 
Emulsified allergens have not yet been tested. 

Box 51. 


Stanford University. 


REFERENCES 
Freund, J., and Bonanto, V., Immunol., 52:231 
(March), 1946. 
Freund, J., and Bonanto, V., Immunol., 


Friedewald, F., Exp. Med., 80:477, 1944. 
Henle, W., and Henle, G., Proc. Soc. Exp. Biol. and 
59 :179, 1946. 


BOOK REVIEWS 


ELECTROCARDIOGRAPH INCLUDING ATLAS 
OF ELECTROCARDIOGRAMS. By Louis N. Katz, A.B., 
M.A., M.D., F.A.C.P., Director Cardiovascular Re- 
search, Michael Reese Hospital, Chicago, Illinois; Profes- 
sorial Lecturer Physiology, University Chicago, Chi- 
cago, Illinois. Cloth. Price, $12.00. Pp. 883, illustrated 
with 525 engravings, including over 1,000 electrocardio- 
grams. Second edition, enlarged and thoroughly revised. 
Philadelphia: Lea Febiger, 1946. 

this second edition the author has thoroughly re- 
vised and expanded his material the light recent 
changes fundamental concepts and clinical interpre- 
tation the electrocardiogram. The subject com- 
prehensively surveyed orderly fashion, and the value 
the book introduction the subject and 
source reference enhanced its systematic presenta- 
tion the material well defined sections and chapters. 
Throughout the book illustrative tracings are plentiful, 
clearly reproduced and well correlated with descriptive 
material and interpretations. The bibliography com- 
plete but difficult use, that appended the 
three major sections without subdivision subject 
chapter. 

Basic electro-physical and appropriate physi- 
ologic principles are adequately presented from the 
author’s point view, the controversial subject 
the Einthoven hypothesis and victor analysis. 

The interpretation the and its 


correlation with clinical data, and the consideration 
the arrhythmias occupy the two major sections the 
book. The “patterns” various 
abnormalities are abundantly illustrated and correlated 
with associated disease processes. the opinion the 
reviewer, the inclusion wave abnormalities 
seen with acute nephritis, specific pattern 
warranted. The author’s use CFe, and 
routine chest leads solves part the technical difficulty 
obtaining routine multiple chest leads, but at. best 
must considered practical compromise the 
the exploring electrode. 

This book should take its place valued text book 
and important reference work the 
trocardiography. 


EXERCISES ELECTROCARDIOGRAPHIC INTER- 
PRETATION. Louis Katz, A.B., M.A., M.D., 
F.A.C.P., Director of Cardiovascular Research, Michael 
Reese Hospital, Chicago, Hlinois; Professorial Lecturer 
Physiology, University Chicago, Chicago, Illinois. 
Cloth. Price, $6.00. Pp. 288, illustrated with 141 engrav- 
ings containing 166 electrocardiograms. edition, 
thoroughly revised. Philadelphia: Lea and Febiger, 1946. 


This companion atlas the author’s text book 
electrocardiography has been thoroughly revised, and 
additional pertinent illustrative tracings added. 
the edition its primary purpose initiate 
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the reader the approach the interpretation the 
unknown electrocardiogram. This purpose 
torily fulfilled, and excellent sampling the vari- 
eties electrocardiograms encountered clinical prac- 
tice presented. Interpretative data and clinical corre- 
lations are concisely and conveniently presented. ‘The 
inclusion more cases which necropsy material 
could correlated with clinical conclusions would 
desirable. 


CORNELL CONFERENCES ON THERAPY. Volume 
One. Edited Harry Gold, M.D., managing editor; 
David Barr, M.D.; Eugene DuBois, M.D.; McKeen 
Cattell, M.D., and Charles Wheeler, M.D. Cloth. Price, 
$3.25. Pp. 322. New York: The MacMillan Company, 1946. 

This volume consists stenographic notes thera- 
peutic conferences held Cornell Univ. Medical Col- 
lege. The subjects the conferences include such titles 
“The Doctor’s Bag,” “Use and Abuse Bed Rest,” 
“Digitalis vs. “Management Abdominal 
Distension,” etc. Fifteen conferences are listed and 
include subjects interest physicians all specialties 
well general practitioners. The discussions are 
the nature round-table informal talks with space 
allotted for questions from the audience. Each confer- 
ence summarized its end the moderator. The 
participants are outstanding members the faculty and 
include every department the Medical College and 

unique interest the fact that the volume repre- 
sents joint venture men representing both the 
Department Medicine and the Department Phar- 
macology. such, the therapeutic discussions are given 
physiologic-pharmacologic emphasis that significant. 
The cooperative relationship permits the pharmacologist 
and the clinician present balanced discussion. 

notable feature the book that up-to-date, 
and includes material published between 1942 and 1946. 
The discussion subacute bacterial endocarditis 
example. Another feature that will appeal many 
the presentation and defense varying opinions men 
experience the particular field. the chapter 
“Digitalis and Digitoxin,” considerable difference opin- 
ion was expressed and defended such outstanding men 
Gold, Cattell, Eggleston, Pardee, Stewart, Levy, Mo- 
dell and Wheeler. The reader thus given critical 
discussion important recent development cardiac 
therapeutics. 

the editors note the preface, the published 
ences are intended substitute for the textbook 
the formal lecture scientific article. Only certain 
phases each topic are discussed, usually the recent 
developments and controversial questions. Nevertheless, 
the authoritative character the remarks, the emphasis 
pharmacologic-physiologic applications, the opportunity 
for expression differences opinion, the up-to-date 
material, and the informal manner presentation make 
this volume stimulating and instructive, and most useful 
method medical education. The yearly publication 
similar conferences would great value presenting 
changing thought and new developments therapeutics. 


AGNOSIA, APHASIA—THEIR VALUE 
CEREBRAL LOCALIZATION. Nielsen, N.S., 
M.D., F.A.C.P., Associate Clinical Professor Medicine 
(Neurology), University Southern California; Senior 
Attending Physician Neurology and Assistant Neuro- 
pathology, Los Angeles County Hospital, Los Angeles, 
California. Cloth. Second edition completely revised. Price, 
$5.00. Pp. 292, with illustrations. New York, London: 
Paul Hoeber, Inc., Medical Book Department Harper 
Brothers, 1946. 


The second edition this monograph differs from 
its predecessor but little matters concept, but mainly 
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presentation many abstracts histories upon which 
the author’s concepts are based. abstracting 
these histories alone, culled from the literature the 
world and the author’s own extensive experience, great 
service students this fascinating subject has been 
performed. 

The end the nineteenth and beginning the twen- 
tieth century saw the heyday the exponents precise 
localization cerebral function. The carrying over 
this extreme localization the higher cerebral functions 
resulted reduction absurdity many. instances, 
with the resultant trend evident the present day 
consider the brain functioning whole. Healthy 
this trend may be, has some extent least 
resulted throwing out the goose with the feathers. 
helping reestablish firm anatomical and physiologi- 
cal basis the localization certain components cerebral 
function, more complex than the simple performance 
motor acts and the crude appreciation sensation, yet 
not the complexity those attributes which deter- 
mine the total personality, Dr. Nielsen has made 
very real contribution neurology. The further tenta- 
tive presentation nomenclature this basis will, 
hoped, eliminate the future that part 
the complexity the subject which incidental 
confusion terms. 

Although the book obviously intended for students 
neurology, the clear and simple style should make 
intelligible physicians general, not necessarily 
reference work, but means acquiring general 
concept cerebral function. Certainly the first eight 
chapters, comprising but pages, presents this subject 
the most palatable form which can found 
the literature date. 


MODERN MANAGEMENT IN CLINICAL MEDICINE. 
Kenneth Albrecht, M.D., S.A. Surgeon, Public 
Health Service; Kansas State Tuberculosis Consultant 
formerly Clinical Director, Marine Hospital, Balti- 
more, Md. Cloth. Price, $10.00. Pp. 1238, illustrated. 
Baltimore: The Williams and Wilkins Company, 1946. 

This book contains amazing amount material, 
well arranged and easy find. embraces the whole 
field internal medicine and diagnosis laboratory 
procedures. contains large number references 
modern literature dealing with all the latest therapeu- 
tic and diagnostic procedures. discusses innumerable 
subjects from psychotic states industrial poisons and 
tropical diseases. 

is, fact, vade mecum internal medicine 
which has been expanded that has become refer- 
ence work for the library office. 

Criticisms this type book are usually justifiable 
that the clinical descriptions disease are too ‘rigid 
and oversimplified and the therapeutic procedures, 
most part, represent meddlesome medicine. Dr. Albrecht 


has not fallen into these errors. The busy practitioner 


who too “busy” keep with modern medical 
advances will rewarded real help when uses 
this book guide. will often solve his problems 
the use the references recent literature which 
follow the subjects discussed the book. 

This volume the best this type which has 
appeared and should prove valuable every internist. 


Hoskins, Ph.D., M.D., Director Research, Memorial 
Foundation for Neuro-Endocrine Research, Harvard Medi- 
cal School and Worcester State Hospital, New York: 
Norton Company, Inc., 1946. Cloth. Price, $2.75. 
Pp. 191. 


this brief, well written volume, Dr. Hoskins has 
brought bear the subject schizophrenia insights 
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